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It would, perhaps, be as well for the benefit of those who 
are still unacquainted with my theory as to the cause of loco- 
motor ataxia to review briefly my second paper,* read at a 
meeting of the New York Academy of Medicine, October 1, 
1908. 

I am firmly of the opinion that the dystrophic changes that 
occur in the neurones of the posterior roots and their connec- 
tions in tabes are the result of continuous sensory impulses 
conveyed from some peripheral point to the sensory roots in 
the cord. That such continuous impulses, kept up perhaps for 
years, exhaust the central nerve substance, which, having no 
rest or intermission from such impulses, and having no time or 
opportunity for recuperation, finally succumb from exhaustion 
and take on dystrophic degeneration. The changes found in 
situations other than the cerebrospinal, such as the sympathetic 
and peripheral nerves, are probably due to the force of the 
sensory impulse passing on through their spinal connections, 
and expending their force at the points of least resistance; as, 
for example, their terminations in the skin and muscles, and 


*New York Medical Record, Nov. 21, 1908. 
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in the ganglia of the sympathetic. I think this theory of 
damage done at the most vulnerable point well illustrated while 
the impulse is still in the direct line, in first destroying the 
neurone where it has lost its neuroglia in the posterior roots— 
at the “ ring of Obersteiner.”’ 

This would account for the “ tabetic degeneration being 
selective in character, unlike the Wallerian which affects all 
tissues indiscriminately, attacking in succession fibres and 
tracts of perhaps different function significance.” 

Prof. Mathews of the Leland Stanford University has 
made observations that may explain the manner in which the 
dystrophic change takes place, and it certainly accords with the 
present theory. It is known that the conducting nerve sub- 
stance, or neurone, is a very simple tissue, almost protoplasmic, 
being a little more than highly phosphorized fats in a weak 
saline solution. In other words, this portion of the nerve con- 
sists of colloid particles in suspension. Prof. Mathews found 
that when a nerve is stimulated electrically the colloid par- 
ticles of these fats are precipitated, and that coagulation to a 
certain extent takes place. 

It has also been proven (Howell’s “ Physiology ’’) that 
the effect of fatigue (either natural or artificial through elec- 
trical stimulation) is shown by histological changes, charac- 
terized by shrinkage of the nerve cell. In the resting condition 
these cells are turgid with large round nuclei, whereas fatigued 
cells are vacuolated and shrunken, with corresponding changes 
in the nuclei. It has been found that the amount of shrinkage 
increases in geometrical ratio to the length of time during 
which the stimulus has been allowed to act. This would seem 
additional evidence that nerve impulses can, as the result of 
incessant irritation, produce the change I claim takes place. 

According to the views advanced by Edinger (Med. Klinik, 
No. 28, 1908), the fatigue or exhaustion induced by overwork 
of a healthy nerve, or simple use of a poisoned or degenerative 
nerve, may never be recovered from, so that the outcome is 
paralysis and atrophy. 

Syphilis is no doubt a prime factor in tabes, but only so far, 
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probably, as it is responsible for a tissue condition necessary to 
render such tissue more susceptible to the continuous sensory 
explosions or impulses; it is certain that other causes that have 
been supposed to be direct factors in the etiology of tabes, such 
as exposure to cold, overexertion, and alcoholism, are only 
so, in so far as they lower the resisting power of the system in 
general, and the nerve centres in particular. Sexual excesses, 
I think, have a direct bearing where the irritation is in the 
genital tract, by aggravating and perpetuating the points of 
irritation. 

From my experience during the past five years, I am inclined 
to think that many cases of tabes, other than those preceded by 
syphilis, are directly caused or rather precipitated by some 
injury or shock. In all cases where such injury or shock 
appeared to be the starting point of the disease, there was 
found to be urethral lesions which had evidently existed for 
a long time. In these cases the spinal cord was able under 
normal conditions to defend itself against this irritation; but 
after the shock consequent upon the injury, the cord apparently 
at once succumbed to the influences from the urethra. 

The initial irritation, it is believed, may be in the urethra, 
bladder and rectum of both sexes, and also in the uterus and 
appendices in the female. Eyestrain and intestinal putrefac- 
tion are certainly factors that must not be overlooked when 
searching for the initial peripheral irritation. The well-known 
astigmatism due to ataxia of the ocular muscles, in cases of 
tabes, frequently is corrected upon the relief of the peripheral 
irritation. It is interesting to note in connection with rectal 
irritation, that a prominent Boston surgeon has reported to me 
the case of a woman where great improvement in her ataxia 
gait took place immediately following a rectal operation, 
although at the time of the operation there was no intention of 
relieving the tabes, the operation being done solely for relief 
of the rectal irritation. 

In the following cases, as in my second paper, the peri- 
pheral irritation was found to be situated in the urethra and 
bladder, and the lesions found varied from slight local to 
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general irritability, with erosions, with and without contrac- 
tions and simple irritation of the bladder, with or without 
incontinence of urine and fzeces, or both. In each case as far 
as possible all the resources of surgery were brought to bear, 
changing from time to time as seemed best to suit individual 
requirements. No hard-and-fast rules can be laid down, nor 
are they necessary to the skilled surgeon. 

As it has been thought I did not express myself definitely 
enough in my last paper as regards treatment, I would say 
that the first essential is to clear the urethra of all contractions, 
operating and dilating whenever necessary, and to treat locally 
per urethroscope, any erosions or sensitive conditions, whether 
local or general. I do not think it matters much what the 
application is so long as it is mild; it may be either zinc, copper, 
a simple boracic acid solution, or any of the milder antiseptic 
detergents. In passing I would say that during the past 
twenty-five years I have never used argent nitrate in the 
urethra. 

A careful and definite diagnosis must be made of the con- 
dition of the urinary tract, and an equally careful aseptic course 
of treatment carried out until it is put into as nearly a normal 
condition as possible. A word of warning may be permitted 
when the deep urethra and bladder are to be invaded even for 
examination, not only on account of the well-known danger 
of infection and shock, but from the knowledge the writer has 
that cases of tabes have a special sensibility to the slightest 
access of irritation at this point; I would state that the line 
between relieving and producing still more irritation is a 
narrow one, and that careless manipulation would probably be 
followed by an aggravation of symptoms, probable precipita- 
tion of crises in cases where they have occurred before, and 
the possibility of an even more embarrassing situation, rather 
than cause for mutual congratulation. This special sensibility 
of these patients to the slightest access of irritation leads me 
to incline more strongly, if possible, to the belief that this 
method of treating tabes is correct in those cases where the 
source of irritation is found to be in the male bladder and 
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urethra. The importance of urinary analysis before commenc- 
ing treatment to determine more particularly whether renal 
diseases or diabetes is present will be appreciated. The lesions 
most generally found are erosions and contractions, which have 
probably existed for years, and which by producing continu- 
ous irritation, keep up such a constant succession of sensory 
nerve impulses as to cause the dystrophy found in the posterior 
roots of the cord. 

The object of the present paper is to report cases that have 
occurred in my practice during October, November and Decem- 
ber, 1908, where the interest lies particularly in the promptness 
of relief from symptoms which had persisted in many instances 
for years prior to the present surgical interference. 


Case XVIII.—W. S. H., October 5, 1908. Male, age 62. 
Duration of disease ten years. History syphilitic. General con- 
dition good. Using cane, gait fully one-quarter from normal. 
Pain moderate twice a month, lasting for twenty-four hours; 
Romberg, Westphal and A.-R. symptoms present, also girdle 
symptoms. Anesthesia general, right arm more marked. Restless 
and sleepless nights. Examination revealed contractions in first 
third of the urethra, middle third bleeding and granular. Anterior 
contractions cut and rest of urethra treated locally per urethro- 
scope with boracic and zinc solutions until normal. October 15, 
1908: Gait improved, also general anesthesia. October 29, 1908: 
Sleeps well, gait practically normal, girdle symptoms gone. Feb- 
ruary 5, 1909: Patient practically normal as to gait, balance, sen- 
sation and sleep. No pains since October. Advised to go abroad 
and to report in three months. 

Case XIX.—M. H. S., October 8, 1908. Male, age 54. Dura- 
tion of disease five years. No history of syphilis. Weight 105. 
General condition poor. Helpless, unable to stand alone but can 
walk when supported by two attendants; has been in this con- 
dition for fourteen months. Pain very severe for five years, 
occurring every month and lasting from one to several days. 
Romberg, Westphal and A._R. symptoms present. Incontinence 
of urine. Difficult urination. Vision poor. Slight anzsthesia 
and analgesia general. Cannot locate legs in bed. Examination 
revealed contraction of the urethra at one and one-half inches, 
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lower third erosions and sensitive. Treatment: Contraction cut 
and rest of urethra treated same as in last case. October 22, 
1908: Incontinence of urine stopped. November 16, 1908: 
Walked alone in house for first time in fifteen months; urinates 
freely for first time in five years. January 25, 1909: Takes daily 
walks of several blocks, with assistant. Vision much improved. 
April 2, 1909: Continued improvement in general health and 
strength. No incontinence of urine. Vision normal. Can walk 
about the house alone all day and out of doors for half a mile 
accompanied by an attendant. Balance regained. No pain for 
months. Weight 126, a gain of 21 pounds. 

Case XX.—K. L., October 10, 1908. Male, age 38. Dura- 
tion of disease thirteen years. No history of syphilis. Weight 
155. General condition fair. Gait 50 per cent. off; has used 
cane for thirteen years. Romberg, Westphal and A.-R. symp- 
toms present. Pains severe two or three times a week. Anzs- 
thesia and analgesia general. Unable to hold cup in hand. Incon- 
tinence of urine for past month, before that up two or three times 
a night to urinate. Examination revealed contraction in anterior 
and middle third of urethra, with erosion. Treatment: Con- 
traction cut and dilated, and erosions treated per urethroscope as 
in previous case. October 25, 1908: Walked to office without 
use of cane. November 3, 1908: Incontinence stopped and not 
obliged to get up at night to urinate. Can hold cup to mouth. 
March 30, 1909: No pain for months. Balance greatly improved. 
Bladder normal since November 3, 1908. General sensations 
greatly improved, almost normal. 

CasE XXI.—R. L. A., October 13, 1908. Male, age 42, Dura- 
tion of disease six years. Syphilis eleven years ago. Weight 140. 
General condition good. Gait 50 per cent. off for past six months. 
Romberg, Westphal and A.-R. symptoms present. No pain. 
Anesthesia of feet, slight general analgesia. Difficulty in urina- 
tion, dribbling. Examination revealed contraction in anterior 
third and erosions in middle third of urethra. Contraction cut 
and erosions treated per urethroscope. November 15, 1908: Sen- 
sation in feet returned, walking greatly improved and dribbling 
of urine stopped. February 20, 1909: Gait and sensations prac- 
tically normal. Urinary functions normal. 

Case XXII.—C. H. G., October 15, 1908. Male, age 4o. 
Duration of disease two years. Syphilis seventeen years ago. 
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Weight 145. General condition good. Gait unsteady. Romberg, 
Westphal and A.-R. symptoms present. Pains daily for two 
years. Anesthesia of both feet. Dribbling of urine. Sexual 
absent. Examination revealed contraction in anterior third and in 
lower third with erosions and sensitiveness. Anterior contrac- 
tions cut, lower partially cut and dilated, and erosions treated 
per urethroscope. October 20, 1908: Sexual returned, gait 
improved, walks steadily, dribbling stopped. December 1, 1908: 
Pains very moderate and only occasional. March 30, 1909: 
Patient is normal as to gait, sexual, and functions of bladder. 
Discharged, going abroad. 

Case XXIII—B. W., October 17, 1908. Male, age 50. 
Duration of disease thirteen years. Syphilis eighteen years ago. 
Weight 193. General condition good. Gait 75 per cent. off and 
loss of balance for at least four years. Very marked nervous- 
ness ; unable to go about without attendant. Romberg, Westphal 
and A.-R. symptoms present. Severe pains once or twice a month. 
Anesthesia general slight, analgesia slight. Great difficulty in 
urination. Incontinence of feces after cathartics or when diar- 
rhea. Great pressure and bearing down in rectum. Examina- 
tion revealed contraction in anterior and lower third of urethra, 
with erosions in deep urethra. Contractions cut and dilated and 
erosions treated per urethroscope. November 6, 1908: Great 
improvement in general nervous condition and bladder. No pain 
since operation. January 18, 1909: Walks in house without cane, 
best in five years. April 3, 1909: General condition fine. No 
longer nervous. Comes long distance by rail once a week for 
treatment. Walks with ease with cane. Pain very seldom, 
mild and fleeting. Pressure and bearing down in rectum stopped. 
Bladder practically normal. 

Case XXIV.—B. M. H., October 18, 1908. Male, age 46. 
Duration of disease thirteen years. No history of syphilis. 
Weight 140. General condition poor. Gait about 25 per cent. 
off. Romberg, Westphal and A.-R. symptoms present. Very 
severe pain once or twice a month and continuous for two or three 
days. Anesthesia of hands slight. Hyperzsthesia of second right 
toe. General weakness very marked, with almost sleepless nights. 
Examination revealed contraction in anterior third, also numerous 
contractions in lower half, with erosions throughout most of the 
urethra. Anterior contractions cut, lower dilated and erosions 
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treated as with others. November 14, 1908: No pains for three 
weeks. Hyperzsthesia in second toe stopped immediately after 
operation. General condition of strength markedly improved. 
December 13, 1908: Still greater improvement in general health. 
No pain; has gained seven pounds in weight. February 15, 1909: 
Practically well; no pains, no longer nervous; sleeps well all 
night; general strength normal; has resumed occupation and has 
been travelling two to three thousand miles a week for the past 
two months. 

CasE XXV.—D. W., October 20, 1908. Male, aged 39. Dura- 
tion of disease four years. No history of syphilis. Weight 150. 
General condition and nutrition fair. Gait off fully three-quarters. 
Is unable to stand alone over two or three minutes without 
assistance. Romberg, Westphal and A.—-R. symptoms present. 
Pains moderate once a month. Anesthesia and analgesia of 
legs and feet. Urination difficult and incontinence of urine fre- 
quent. Unable to stand or walk in dark. Examination revealed 
a succession of contractions with erosions throughout the lower 
two-thirds of the urethra. The contractions were dilated and 
later erosions treated per urethroscope. October 24, 1908: 
Urination normal, no incontinence. Can walk in dark. Novem- 
ber 9, 1908: Comes to office alone. Can walk in moving car. 
Can go up and down stairs without aid of the hand rail. On 
November 12, 1908, was in night railroad wreck and walked with 
aid of lantern two miles. December 7, 1908: Can stand alone an 
hour at a time at his work. March 30, 1909: In better health 
than for five years. Gait practically normal; attends to all his 
ordinary vocations with ease. Sensations much improved. 
Bladder functions normal. 

Case XXVI.—B. C. J., October 23, 1908. Male, age 55. 
Duration of disease eight years. Syphilis fifteen years ago. 
Weight 117. General condition fair, gait 50 per cent. off for 
two or three years. Romberg, Westphal and A.-R. symptoms 
present. Pains about twice a week, moderate for three years. 
One year ago pains increased to very severe about twice a week. 
Anesthesia and analgesia of legs and arms. Incontinence of 
urine day and night for three years. Can write only with great 
difficulty, and if hurried cannot write at all. Examination re- 
vealed lower third of urethra markedly contracted, upper two- 
thirds slightly, and lower half of urethra eroded. Anterior one- 
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third incised, lower portion dilated and same treatment per ureth- 
roscope. November 3, 1908: Handwriting greatly improved; 
can write with ease. November 10, 1908: Incontinence day and 
night stopped. Sensations returned to legs below knee. Novem- 
ber 28, 1908: Pains relieved. December 1, 1908: Walk im- 
proved. April 2, 1909: General health greatly improved as is 
also walk. Writing with ease. Sensations much improved and 
bladder normal. No pains since about the middle of last 
November. 

Case XXVII.—C. L., October 24, 1908. Male, age 39. Dura- 
tion of disease fourteen years. No history of syphilis. Weight 
185. General condition fair, but in very nervous state. Gait 50 
per cent. off normal and for past year has been obliged to use a 
cane. Romberg, Westphal and A.-R. symptoms present. Pains 
very severe for fourteen years occurring two to three times a 
week, lasting ten to twelve hours; for the past eighteen months 
the pains have been excruciating and of daily occurrence, lasting 
the better part of the twenty-four hours. General analgesia and 
anesthesia, more particularly in feet. Incontinence of urine dur- 
ing the day. Examination revealed contraction in lower third 
of urethra and entire urethra in exquisitely sensitive condition, 
bleeding on touch. Treated by incision, dilation and applications 
per urethroscope. November 4, 1908: Pains daily but not so 
intense. Incontinence of urine stopped. Gait improved. January 
10, 1909: Pains stopped for past week. No return of incon- 
tinence. Gait almost normal. April 7, 1909: Has been without 
treatment for six weeks. No pain for past three months. Gait 
practically normal, can walk with ease without cane; bladder 
function normal. 

CasE XXVIII.—W. W., October 25, 1908. Male, age 4o. 
Duration of disease two years. Syphilis twenty years ago. 
Weight 118. General health very bad, was referred to me from 
a sanitarium, with prognosis that probably would not live a month. 
Romberg, Westphal and A.—-R. symptoms present. April 22, 
1908: Became unconscious and continued so for three days, since 
when he has been in very weak condition. Gait has been three- 
quarters off normal for past year. For two years up to six months 
ago frequent gastric crises lasting twenty-four hours; past six 
months crises daily. During June and September crises lasted 
ten days atatime. Very nervous condition, will sleep until 2 a.m. 
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every night, then wake and constant vomiting until morning. 
One year ago diplopia which lasted six weeks. From April until 
August, 1908, incontinence of urine and feces. At present 
dribbling during day. Pain, confined to legs, excruciating for 
two years, occurring every two weeks and lasting twenty-four 
hours. Analgesia of arms and legs, also slight anesthesia. Ex- 
amination revealed contraction at one inch and several contrac- 
tions in lower half of urethra. Treated by incision of anterior 
contraction and dilation of lower with usual applications per 
urethroscope. October 31, 1908: No gastric crises since opera- 
tion; appetite good; general condition improved. January 4, 
1909: After a dinner followed by ice cream, vomited three or 
four times at three o’clock the next morning. March 27, 1909: 
No vomiting since operation, except once due to error in diet. 
January 4, 1909: General condition very good; gait but slightly 
off normal; balance nearly normal; bladder normal; weight 127 
pounds, a gain of nine pounds. 

Case XXIX.—T. J., October 30, 1908. Male, age 35. Dura- 
tion of disease four years. No history of syphilis. Weight 148. 
General condition good. Gait 50 per cent. off normal and unable 
to walk in dark. Romberg, Westphal and AR. symptoms 
present. Pain severe for three and one-half years, then no pain 
for six months; the last ten days constant pain daily. Analgesia 
and anzsthesia both present but not marked. Incontinence of 
urine frequent. Examination revealed contraction in anterior 
third, also in lower half of urethra. Treated by incision of 
anterior and dilation of lower contractions, with usual applica- 
tions per urethroscope. November 28, 1908: No pain since 
operation ; gait much improved ; balance better, can walk in dark ; 
incontinence of urine stopped. December 25, 1908: Was obliged 
to return home; general condition and sensations much improved ; 
gait greatly improved ; no pain since operation. 

Case XXX.—H. O. C., November 10, 1908. Male, age 48. 
Duration of disease seven years. Syphilis twenty years ago. 
Weight 143. General condition good. Gait not quite normal. 
Romberg, Westphal and A.-R. symptoms present. Pain severe 
for one year two or three times a month often lasting for two 
days. Analgesia general marked, anesthesia slight. Incontinence 
of urine for one year. Examination revealed contraction in 
anterior third with sensitiveness and erosions in middle third. 
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Treated by incision in anterior third and applications lower portion 
per urethroscope. November 20, 1908: Gait practically normal, 
marked relief of pain. November 30, 1908: Practically no pain 
for past month. Incontinence stopped. March 24, 1909: Gait 
normal; apparently in perfect health; no pain; bladder normal. 

Case XXXI.—B. H. R., November 15, 1908. Male, age 47. 
Duration of disease six years. Syphilis twenty years ago. Weight 
113. General condition very poor and emaciated. Gait 50 per 
cent. off normal, has been growing worse during past two years. 
Romberg, Westphal and A.-R. symptoms present. Pain excru- 
ciating for six years two or three times a week, lasting twelve to 
twenty-four hours with occasional gastric crises. Analgesia and 
anesthesia general. Incontinence of urine and feces when cathar- 
tic is taken. Examination revealed contractions at one inch and 
in middle third. Treated by incision, dilatation and application 
per urethroscope. December 1, 1908: Balance practically re- 
stored, no pains. January 13, 1909: Balance normal; general 
health greatly improved; has gained four pounds in weight, first 
in ten years. No pain since operation. March 9, 1909: Prac- 
tically well so far as locomotor ataxia. Feeling stronger and 
better in every way. Advised te go to southern California. 

Case XXXII.—B. H. J., November 30, 1908. Male, age 48. 
Duration of disease ten years. No history of syphilis. Weight 
131. General condition bad. Gait markedly affected, due to 
Charcot disease in right hip; has been using crutch for past two 
years. Romberg, Westphal and A.-R. symptoms present. Hands 
numb, pains severe for six years two or three times a week, dura- 
tion six to twenty-four hours, for past two months very severe 
daily, almost continuous day and night. Was taking ten to twelve 
powders of some coal-tar product a day. Gastric crises severe 
three years ago and again seven months ago. Girdle symptoms 
for eight years. Analgesia and anesthesia general. Examination 
revealed contractions in middle third of urethra with erosions in 
lower portion. Treated by incision, dilatation and urethroscope 
locally. December 17, 1908: Pains relieved. February 8, 1909: 
Pains entirely relieved, also gait; can walk without discomfort 
with cane. Evidently the treatment has had a marked effect 
upon the Charcot joint, in relieving the discomfort there. 

Case XXXIII.—F. C., December 14, 1908. Male, age 47. 
Duration of disease three months. Syphilis twenty-two years 
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ago. Weight 198. General condition fair, but practically carried 
in and laid on couch; is helpless, unable to stand, has no use 
whatever of his hands. One month ago could stand but not walk; 
has had to be fed for past month. Incontinence of urine and 
feces during past month. Romberg, Westphal and A.-R. symp- 
toms present. Has had pain during past month, moderate in legs, 
occurring at night. Analgesia and anesthesia of legs and feet, 
arms and hands. Examination revealed marked contractions in 
first and middle third of urethra, with erosions and bleeding. 
December 17, 1908: Contractions incised and dilated. December 
20, 1908: Was able to get out of carriage and walk into office 
alone, also able to move fingers of both hands. December 28, 
1908: Walks about with ease without cane; incontinence of urine 
and feces stopped; much improvement in right arm and hand, 
left also better. January 15, 1909: Gait practically normal, hands 
and arms improved, sensations improved. March 1, 1909: Right 
arm and hand now practically normal, left improved; is a retail 
liquor dealer and can attend to his ordinary work of mixing 
drinks. Pupils react to light, Argyll-Robertson symptom no 
longer exists. This is the first case where I have been successful 
in curing this condition. Success is probably due to the very 
short time during which the disease had existed when he pre- 
sented himself for treatment. This case was referred to me by 
Dr. Joseph Manning of the Hudson Street Hospital, New York, 
and the condition of the patient as described above has been veri- 
fied by him before and after treatment. April 9, 1909: There is 
continued improvement in all directions; gait, hands, arms and 
sensations normal; pupils respond perfectly to light. For past 
six weeks has been getting up at 4 a.m. and attending to his 
business until 11 A.M., after that visiting his place of business 
once or twice a day. Yesterday was on his feet attending to his 
work from 4 A.M. until 7 P.M. 

Case XXXIV.—N. H. J., December 26, 1908. Male, age 57. 
Duration of disease ten years. No history of syphilis. Weight 
178, General condition poor; very nervous. Gait has been one- 
third off normal for five years. Romberg, Westphal and A.-R. 
symptoms present. Pain severe for three years, three or four 
times a week, lasting from six to twelve hours; for past year pain 
at night has been almost continuous. Analgesia and anesthesia 
general slight; hands marked anesthesia. Incontinence of urine, 
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up two or three times a night for three years. Incontinence of 
feeces for past year; nights almost sleepless,—when sleep occurs 
it is accompanied by horrible dreams. January 5, 1909: Exam- 
ination revealed contraction slight in middle urethra, lower third 
sensitive with erosions. Treated by incision, dilatation and appli- 
cation per urethroscope. January 20, 1909: No pain since opera- 
tion, balance and gait improved, incontinence of urine and faces 
stopped. March 30, 1909: No pains; balance, gait and sensations 
markedly improved. Bladder and bowels normal. No more 
nervousness ; sleeps all night; general health good. 


Of the eight cases sent me by Dr. Starr from the Vanderbilt 
Clinic, College of Physicians and Surgeons, New York, the 
good results of seven of which were verified by Drs. Starr and 
Cunningham on September 23, 1908,—the eighth case not 
having reported for examination to Dr. Starr,—six cases are 
all doing well and in very much better condition than in Sep- 
tember, all being still able to work and attend with ease to their 
usual vocations ; the seventh case has never reported for exam- 
ination, having gone to Italy in September; the eighth case 
has been lost sight of, not having reported for treatment for 
three months ; when last seen was doing well. Case XIl—one 
of the cases from Vanderbilt Clinic reported in my second 
paper—is of particular interest from the fact that when he 
came to me on July 15, 1908, he had no use of his hands and 
there was almost complete atrophy of the muscles of the 
thumbs. At this date these muscles are restored to normal size 
and function, and for the past three months he has resumed 
the playing of the banjo and the violin. He has never had 
any recurrence of any of the symptoms reported relieved 
October 1, 1908. 

It may be as well for me to say that outside of the ordinary 
cathartics and urotropin and a quinine and iron tonic, I do not 
use any drugs. I have never given mercury, iodide of potas- 
sium or strychnine in a case of tabes, neither have I ever used 
electricity. 

From still further experience with tabes, I am more firmly 
convinced than ever that the following conclusions stated in 
my second paper are correct: 
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1. That peripheral irritation can produce pathological 
change in the central nervous system by creating continuous 
nerve impulses which exhaust the substance of its nerve centres. 

2. That the peripheral nerve degenerations of tabes are 
probably due to the same impulses carried on past the central 
system expending its force upon the points of greatest vulner- 
ability or least resistance. 

3. That symptoms occur in certain cases of tabes with a 
severity out of all proportion to the actual pathological change 
that has taken place in the nerve centres, and that such symp- 
toms are caused by the initial change creating a zone or aura 
of irritability beyond such change, which extends to the cere- 
brum, cerebellum, and sympathetic, and at times appears to 
cover almost the entire nervous system, including that of 
nutrition. 

4. That removal of this causal irritation resulting in recov- 
ery from such grave symptoms, as loss of balance, ataxia, 
incontinence of urine and feces, anzsthesia and hyperesthesia, 
etc., would appear to indicate the existence of such zone of 
functional irritability beyond the actual pathological change. 

There appears to have been much misconception as to what 
I claim for my treatment of tabes. Any permanent patholog- 
ical changes that may have taken place in the spinal column or 
other portions of the nervous system are of course irreparable, 
and in that sense a cure is out of the question, but where a 
train of symptoms is undoubtedly due to a continued irritation 
of these lesions, and this irritation is stopped by removal of 
the causal peripheral irritation to the extent of relieving the 
patient permanently of the train of symptoms, such as pain, 
incontinence of urine and feces, balance, gait and sensations 
restored, it would seem as if, so far as the patient is concerned, 
he has obtained what he sought—relief from his troubles. 
Practically he is cured; pathologically he is not. 











TRAUMATIC ASPHYXIA.* 


WITH REPORT OF A CASE, 


BY DUNCAN L. DESPARD, M.D., 


OF PHILADELPHIA, 


THE term traumatic asphyxia has been applied to the 
series of phenomena following the suspension of the respira- 
tory function for a more or less prolonged period by forcible 
compressure of the thorax or abdomen, or both. These con- 
sist of the usual symptoms of suffocation, associated with a 
peculiar mottled bluish discoloration of the skin of the face 
and neck, sometimes extending to the upper part of the thorax, 
and occasionally to one or both arms, accompanied by sub- 
conjunctival hemorrhages and frequently bleeding from ears, 
nose and pharynx. 

An interesting case of this type was admitted to the Jeffer- 
son Hospital January 28, 1908, in the service of Prof. John 
H. Gibbon, to whom I am indebted for the privilege of report- 
ing the case. 


Case Report.—Male, age 27, a mulatto. At 4.45 Pp. M. on the 
date of admission he was on an elevator, the sides of which were 
unenclosed, and which was used for moving merchandise from the 
cellar to the sidewalk. The top of the shaft was closed at the 
street level by two iron doors which were usually open. When 
the elevator approached these doors the patient found them closed, 
and, becoming alarmed, attempted to jump off of the elevator. 
In doing so, he was caught between the moving elevator floor and 
the beam supporting the upper framework of the shaft, in such 
a manner that his head, neck, the right part of thorax, the right 
arm, the leg and right side of abdomen were under the beam, 
while the corresponding parts of the left side of the trunk, arm 
and leg remained on the floor of the elevator, his face being 
* Read before the Philadelphia Academy of Surgery, March 1, 1909. 
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directed downward. The line of compression extended from the 
left side of the base of the neck to the right lumbar region. He 
remained in this position about five minutes, and when found his 
face was said to have been almost black,—eyes bulging, mouth 
open, and tongue protruding. He was completely unconscious 
when rescued. On admission to the hospital at 8.30 p.m. he was 
still unconscious. Respiration 18, regular but sighing; pulse 82, 
fairly full and regular, increasing in rate to 96 beats per minute 
in a short time. 

The examination of lungs and heart showed nothing abnor- 
mal. There was a dislocation of the right sternoclavicular articu- 
lation. Both arms were apparently paralyzed. Over the forehead, 
face, neck, and extending to the right shoulder anteriorly and 
posteriorly, were what seemed to be small ecchymotic spots, dark 
red in color, which did not disappear on pressure and were separ- 
ated by normal skin. These areas were well marked over the 
upper part of the thorax and the left shoulder. There were also 
a few slight abrasions over the right shoulder. Both eyes showed 
marked subconjunctival hemorrhages. 

About ten minutes after being sent to the ward he had a con- 
vulsive attack, shrieking with each expiration, throwing himself 
about, and at times raising himself in bed, as if struggling for air, 
apparently having difficulty in breathing. This condition lasted 
about ten minutes ; he then became quiet with normal respirations. 

It was noticed during the attacks that his arms took no part 
in his muscular efforts, and hung limp at his sides; and that 
when his name was called loudly he seemed to hear, turning his 
head and eyes in the direction of the sound. 

He remained unconscious for seven hours, during the first 
part of which the convulsions were repeated at half-hour intervals, 
the periods between the attacks gradually becoming greater and 
the attacks lessened in violence and duration. 

January 29, 1908. The urine examination showed it to be 
clear, sp. gr. 1030, acid in reaction—no reaction to test for sugar, 
slight cloud of albumin, a few hyaline casts and no blood. 

The patient seems to be only partly in possession of his mental 
faculties, and could give no account of the accident. He did not 
complain of pain, was quiet, and slept a greater part of the time. 

Examination by Dr, Wm. M. Sweet the same day showed the 
eye-grounds to be normal, and during the examination it was 
noticed that his eyes followed the light, as if he could see it. 
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January 30, 1908. The patient’s mind was much clearer and 
he remembered vaguely that he was in some way injured by an 
elevator. His appearance was much the same as the previous day. 
Palsy of both arms seems to be complete, with exception of the 
power to move the fingers of the left hand. 

February 6, 1908. Examination by Dr. Francis X. Dercum 
was as follows: Flaccid palsy of right forearm. The shoulder 
is only moved by special shoulder muscles. The pain, tempera- 
ture, and tactile sense is present. Faint response to biceps tendon 
reaction. Stereognosis of the right side is lacking, but normal 
on the left, sense of position impaired at the wrist, and unimpaired 
at the elbow. There is no tenderness over the nerve trunks. 
Electrical reaction: Little response on either side to Faradic cur- 
rent. Galvanic current showed no sign of reaction of degenera- 
tion of facial, spinal accessory, perineal or ulnar nerves. The 
extensors and flexors of the forearm, around anus and legs, are 
normal, i.e., no reaction of degeneration. 

February 10, 1908. The patient was able to flex and extend 
the fingers of the right hand, and February 18 he was able to 
flex and abduct the arm to a limited degree. In other respects his 
recovery seemed complete. The hyperemic spots having entirely 
disappeared, gradually fading, and not undergoing the chromatic 
changes usually seen in extravasation, he was allowed to leave 
the hospital, but returned to the out-patient department for elec- 
trical treatment. In about six weeks from the date of discharge, 
he had fairly well recovered the use of the right arm, but there 
was still some muscular weakness. 


Tardieu, in 1870, made very extensive studies upon this 
subject, drawing information from the observation of the 
victims of a panic occurring on the Place de la Concorde, in 
which 30 persons were injured (with 9 deaths), and those 
of Prof. Hardy, where a number of women were injured by 
a stampede from a workshop caused by the falling of a part 
of a wall, as well as quoting the studies of M. Olliver of 
Anvers, upon those injured in the Champs de Mars, in the year 
1837, of whom 23 died. All those injured presented practi- 
cally the same symptoms, only varying in degree, consisting 
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of unconsciousness, brief or prolonged respiratory and cardiac 
depression, sometimes with pulmonary engorgement which 
was characterized by a cough and moist rales associated with 
bloody expectoration, and all without exception exhibited a 
reddish-violet, or even black, discoloration of the face, neck, 
in some cases extending up to the upper part of the chest. 
and occasionally to the arms, possessing the appearance of min- 
ute ecchymotic spots, at times so numerous as to be almost 
confluent. Sub-conjunctival hemorrhages were common to all 
and a few bled from the mouth, nose or ears. In none was 
there delirium, convulsion or paralysis; a few who were 
thought to be suffering from apoplexy when first seen, dis- 
proved this upon regaining consciousness. The post-mortem 
findings of 9 cases of Tardieu and at least as many of Olliver 
(Beek states 16) were uniform, and consist briefly of pulmon- 
dry congestion and frequently pulmonary apoplexy. Ecchy- 
mosis existed under the serous surfaces of lungs and heart 
and emphysema from rupture of air vessels. Among the char- 
acteristics most common was increased fluidity of the blood, 
which was dark in color, and its accumulation in the chambers 
of the heart, especially in those of the right side. Tardieu 
emphasizes the integrity of the brain in the two cases in which 
he was allowed to open the cranium, and states that Olliver 
in only a single instance found a considerably bloody exudate 
on the surface of the cerebral hemispheres. It is of interest 
to note that Tardieu has known similar symptoms and ecchy- 
motic areas in women following prolonged labor, and in an 
epileptic, upon whom he made an autopsy. 

More recently the following cases are found in the 
literature : 


HveErTer reports two cases, the first a boy, fifteen years old, was 
injured by being caught in a threshing machine, resulting in a penetrating 
wound of abdomen about 3 cm. long, through which intestines protruded. 
He was not unconscious when seen an hour after the accident; the face 
was swollen, dark blue in color, and showed a number of petechiz, the 
edges of which were irregular. This condition extended over the entire 
face to the edge of the hair and below from the cricoid cartilage to the 
nape of the neck the margins of the discolored area were sharply defined. 
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The eyes showed marked sub-conjunctival hemorrhages; there were also 
hemorrhages from the nasal mucous membrane. The bluish discoloration 
lasted for a period of twenty-four hours, but the arterial hyperemia 
persisted for three days and gradually faded. There was no injury to 
the head or chest. 

The second case presented by this author was one of Vogt’s, which 
occurred in a boy aged fifteen, who was run over by a wagon in a soft 
sandy road. He was unconscious for a brief period and when examined, 
shortly after the injury, was found to have a contusion of the abdominal 
wall which was not very marked. The eyes were bulging, and the face 
and neck presented the same appearance of the above case. There was 
no injury to the head. Recovery took place in about three weeks. 

PERTHES records two cases: that of a boy fourteen years of age who 
was injured in a cotton mill, being pushed into a space about two hands’ 
breadths wide between a wagon and the handles of a cylinder; the wagon 
also struck the right side of his face. He was unconscious when rescued, 
but shortly afterwards regained consciousness. Subsequently he stated 
that in the first hour after the injury, he could hear all that took place 
around him, but could not see. When examined one hour after the acci- 
dent, he was found to be a weak, poorly nourished boy,—conscious, pulse 
regular and strong, face blue except the lower half of the right cheek, 
which was pale; the biue color did not disappear on pressure. Within 
the blue area were numerous dark red petechiw; the latter were also 
present over the upper half of the left side of the neck. There was a 
slight exophthalmus, and sub-conjunctival hemorrhages. There was no 
sign of injury to the head, and no hemorrhage from the nose or ears. 
The facial nerves were uninjured, and the pupils of the eyes reacted 
to light. The left clavicle was fractured at the junction of the middle 
and outer thirds. Pair. was elicited in the mid-axillary line over the 
third and fourth ribs, by pressure which almost developed crepitus. 
Respirations were frequent but regular. On the third day the tempera- 
ture ran to 38° centigrade without any apparent cause, the pulse varying 
between 76 and 96 beats per minute. By the fourth day the discoloration 
of the skin was decidedly less, but the sub-conjunctival hemorrhages did 
not disappear for several weeks. 

The second case was that of a male, aged thirty-six years, who was 
crushed between a wagon and an iron post, the force acting from before 
backwards. The man was held suspended with his left fore-arm impris- 
oned between the wagon and fence. In this position respiration was 
suspended and, while retaining consciousness he could see, and felt as 
if his eyes were going to pop out. His hearing was unimpaired. Res- 
pirations were rapid, shallow and painful. The entire face, and especially 
the temporal region, was swollen and colored a bluish red; this was 
very marked in the region of the lower eyelids. There were sub-conjunc- 
tival and scleral hemorrhages. On the upper part of the neck were 
isolated petechiz. No evidence of injury was found on the head, thorax, 
or lower part of left chest, where there was pain. No other sign of 
injury was found with the exception of a compound fracture of the 
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radius. On the third day after being hurt, the temperature rose to 39.9°, 
and there was bloody expectoration, with impaired resonance rales 
on the left side over the area that had previously been painful. The 
temperature increased for four days, but in ten days all of the signs of 
pneumonia had disappeared. This condition Perthes calls compression 
pneumonia. The discoloration had largely disappeared by the fourth 
day, but that of the conjunctiva persisted until the thirty-ninth day after 
the date of injury. The eye grounds were examined on the eighth day 
and found to be normal. 

Braun describes the case of a male twenty years of age, who was 
injured by a stone wall falling and pinning him to the ground, so as 
to compress the thorax and abdomen for half an hour. The neck and face 
were not injured. The examination of the patient showed the face to be 
swollen and of a dark blue color, the eye-balls were prominent with 
sub-conjunctival hemorrhages, especially marked in region of the pal- 
pebral fissure. The pupils were dilated and did not react to light. Later 
a large number of ecchymotic spots appeared, distributed over the face, 
neck and left arm. He complained of abdominal pain, but had no other 
symptoms of visceral injury. The patient was at all times conscious with 
normal pulse and temperature. By evening the ecchymosis was more 
pronounced; the pupils were still dilated, but reacted to light slowly. 
The urine was normal except for the presence of albumin, which persisted 
for two days. The eye grounds were normal on the day following the 
injury. There were no unfavorable developments, and the patient left 
the hospital on the fifteenth day, with the face still swollen and with 
evidence of blood extravasation still well marked. 

BurreE_t and Cranpon record a case of a male twenty-two years old, 
who was compressed by having his chest caught between an electric car 
and a door-post, for three minutes. On examination one hour after the 
accident, he was found entirely unconscious. Pulse 100; respirations 30 
and shallow, with a groan at the beginning of expiration; the hands and 
nose were cold; bleeding from both ears, nostril and mouth. There was 
no wound of the head. Pupils small, equal, and did not react to light; 
excessive chemosis. Reflexes present, but diminished with the exception 
of the knee jerks, which were absent. Emphysema was present in region 
of the seventh, eighth and ninth ribs on left side, which obscured the loca 
lization of a probable fracture. Slight spasms of the abdominal muscles 
were noticed. There was a bluish discoloration over the face, extending 
into the scalp, over the neck and on to the chest as far as the third rib. 
Pressure over this discoloration only produced slight paling, the former 
color returning slowly upon withdrawing the pressure. A careful exam- 
ination of these bluish areas showed that there were spaces of healthy 
skin .5 to I mm. in diameter, evenly distributed throughout its extent. 
These were limited by an illy defined bluish border, uniting to form a net- 
work. This condition was found to involve the mucous membrane of 
the lips to a limited extent. There were marked sub-conjunctival hemor- 
rhages confined to the parts not covered by the eye-lids. Small retinal 
hemorrhages were present. The patient improved and consciousness 
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returned in four hours. Urine contained albumin and blood, but was 
normal in a few days. Vision was still imperfect on the third day. By 
the fifteenth day the discoloration began to grow less, and by the eleventh 
day had almost disappeared, but it did not pass through the usual changes 
of extravasated blood. 

BeacH and Coss published an interesting case which occurred in a 
well-developed male thirty years of age, who was crushed by an elevator 
and subjected to pressure for three to five minutes. He was conscious 
for a few minutes and bled from nose and mouth. When examined one 
hour after the accident, he was in a condition of moderate shock. The 
eighth and ninth ribs on left side in axillary line were fractured, and in 
this region the presence of subcutaneous emphysema was noted. The 
skin of the abdomen was contused and hematonia was found in the left 
loin and back near the pelvis. The face was bluish in color; the skin 
seemed to be dotted with numerous black or reddish-black areas between 
which the skin was normal in appearance. The discoloration extended 
over the neck, terminating in a well-defined transverse line passing out- 
ward from the inner ends of the clavicles, posteriorly; the bluish-black 
discoloration was confined to the area overlying the trapezius muscles. 
Pressure over the discolored area did not cause it to fade completely. 

The eyes were bulging and there were marked sub-conjunctival 
hemorrhages; pupils were equal and reacted to light. There were no 
retinal hemorrhages. Mind was normal. 

On the third day the temperature rose, there was blood expectoration 
and pulmonary rales, this disturbance lasting twenty-four hours. The 
microscopic study of sections of skin removed from the neck, com- 
prising some of the dark areas, showed the skin to be normal, with no 
evidence of blood outside of the blood-vessels. 

Henry records a case of a young man twenty years of age who was 
crushed between two iron pillars. He was unconscious for a short time. 
When examined, the face, neck, and upper part of chest anteriorly were 
cyanotic. There was bleeding from both ears, but not from the nose or 
pharynx. Marked sub-conjunctival hemorrhage of both eyes was present. 
The mind was clear and the patient complained of pain in the head, thorax, 
and legs; there was a tenderness over the lower dorsal region in both 
groins. A perineal wound was found. This wound healed without sup- 
puration. There developed a compression pneumonia with a right-sided 
emphysema, from the pus of which the pneumococcus was isolated. The 
patient failed to recover, and at the autopsy the right lung was found 
to be collapsed and the left lower lobe partially so. There were several 
abscesses of the right lung, and some of the branches of the pulmonary 
artery of both lungs were thrombosed. He now concludes that the patient 
recovered from the traumatic asphyxia, but died from sepsis entering the 
perineal wound. 

WINsLow narrates the incidents of an accident to a young man twenty- 
two years of age who was bent forward between the ceiling and an 
ascending elevator, compressing the abdomen and thorax. There was 
no loss of consciousness, but there was marked bluish punctiform dis- 
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coloration of face and neck as far down as the collar line, or on a level 
with the cricoid cartilage. The discoloration did not fade on pressure, and 
gradually disappeared without the usual changes seen in true ecchymosis. 
The microscopic examination of the skin removed from the discolored 
area, “ showed the capillaries in places more or less distended with blood, 
but no blood was found anywhere in the tissues outside of the blood- 
vessels.” 

The appearance of a child thirteen years old, after being caught 
between the cow-catcher of a cable car and the ground, is described by 
Ropertson. There were some abrasions of the thorax and thigh, his face 
had a peculiar bluish-black tint, with a great many minute reddish-brown 
spots squirming through it. Pressure did not affect it. There was a 
distinct line of demarcation at the level ofthe middle of the clavicles, be- 
low which the skin was normal. The color gradually faded, and at the end 
of eighteen days there was only some duskiness of the face. 

REPPANNER has collected from Wilm’s clinic four cases, two of which 
were women injured in a panic foliowing an outbreak of fire in a theatre. 
The area of the discoloration was not limited to the neck, but extended 
to the upper part of the thorax, and in one case to the upper arm, while 
in the other both mamma were the site of the characteristic discoloration. 
Both were unconscious, but became very restless and were given morphine 
to quiet them. The following day they had regained consciousness, but 
could not recall what had taken place at the time of their injury. His 
other two cases were men, one of which was crushed between a wall 
and a great weight, for about one minute. His face, neck and upper part 
of the thorax showed the dark red punctate area usual in these cases. 

The other man was rolled by a tram car; his head and chest were 
free from the car. He was unconscious for a short time and sustained 
a fracture of the femur. The face was discolored by small punctate 
hemorrhages. The eye-lids were swollen and discolored, while the whites 
of the eyes were not visible on account of the sub-conjunctival hemor- 
rhages. The palpebral conjunctiva and mucous membrane of the mouth 
showed the punctate hemorrhagic areas. The neck was free from the 
discoloration, but on the chest there was a triangular area corresponding 
to the part exposed when the shirt is open at the top. 

BEATSON presents a case resembling that of Winslow’s in which a 
man twenty-four years old was bent down and forward by a pit cage. 
There was intense congestion of the head and neck, petechial in character, 
but not affected by pressure. 

Ryerson describes the condition of a boy who was injured by being 
compressed between the springs and wheels of a wagon. There were 
abrasions behind the right ear, forehead, abdomen and the left thigh. 
His face and neck had a deep blue mottled appearance in front and be- 
hind, shading into normal skin at the upper part of the thorax. The 
discoloration was not influenced by pressure, and in the course of two 
weeks had faded without going through the usual color changes of 
extravasated blood. 

Bott presents the case of a man thirty-eight years old whose abdomen 
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and lower thorax were crushed between two cars. The skin of face 
and neck became a violet blue, with the exception of a line corresponding 
to the position of the rim of his stiff cap, which was pressed well down 
upon his forehead at the time of the accident; this line was normal in 
appearance. The patient was semi-conscious, realizing what was going 
on about him, but helpless, and temporarily losing the sense of sight, 
which returned in fifteen or twenty minutes. 

Compression pneumonia developed, but seemed to reach its maximum 
in a few days; the patient, however, died almost twenty-seven days after 
the injury, from causes that were not clear even after an autopsy was 
performed. Microscopic examination of section of the discolored skin, 
showed in some places an effusion of blood outside the capillary vessels. 
The number of red blood-cells thus situated were relatively small. 

ETTINGER has been able to collect from the literature 36 cases, and 
enrolls a case of his own, which was that of a young man who was 
knocked down and trampled upon by a mob. He was unconscious for 
about an hour. There was cedema, or swelling and cyanosis of face and 
neck. Hemorrhages in skin of face, neck, of the conjunctiva, also in the 
mucous membrane of the nose, mouth, fauces, and of the tympanic mem- 
brane, and blood was found in the urine. The evidences of dilatation 
of the right side of the heart were present. The symptoms of pulmonary 
disturbance were present from the first, and later a left-sided pneumonia 
developed. 


In this form of suffocating, not only is the air prevented 
from entering the lungs by their inability to expand, but the 
contents of the thoracic vessels may be forced out, and, in the 
case of the veins, the current is reversed, overcoming the valves 
and damming the blood back into the capillaries. If the force 
acting is sufficiently great, it is conceivable that the capillary 
vessels would be dilated to a point where paresis would ensue. 

Beach and Cobb advanced this view, and their microscopic 
studies seem to be conclusive proof of its correctness. This 
is further supported by the fact that pressure over the dis- 
colored surface caused only some paling in color, and that it 
did not pass through the characteristic changes marking blood 
extravasation as seen in other traumatisms. Perth believes 
the limitation of the discoloration to the face and neck to be 
due to the absence or incompetency of the valves of jugular 
and facial veins. ‘The fluidity of the blood and its dark color, 
upon which Tardieu and Olliver lay so much stress, is ex- 
plained by Draper, who attributes it to the withdrawal of 
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atmospheric oxygen from the blood and thereby lessening its 
coagulability; but he does not believe this to be peculiar to 
any special form of asphyxia, and states that it occurs in any 
case where atmospheric air is prevented from entering the 
lung. 

Sub-conjunctival and retinal hemorrhages, and hemor- 
rhages from the mucous membrane of the nose and pharynx, 
may be explained by the lack of support the capillary vessels 
receive from the surrounding tissue, in comparison with the 
capillaries of the skin, where they are surrounded with the 
dense fibrous tissue of the corium. This leads to the specula- 
tion as to what the condition of the smallest vessels of the 
brain may be, and whether the slow return of consciousness 
and the tardy resumption of the mental functions in some 
cases, is not directly traceable to a paresis if not of rupture 
of some of the capillary vessels of the cerebrum. 

Beek quotes Olliver, that in all cases where the conjunc- 
tiva was swollen by infiltration of blood, and in those where 
blood had flowed from the ear, the vessels of the pia mater 
and of the substance of the brain were engorged with blood. 

In the absence of more definite cerebral symptoms, it can- 
not be stated with any degree of certainty that a similar condi- 
tion of the blood-vessels of brain prevailed in the case under 
discussion, or whether the occurrence of convulsions and their 
repetition was in any way attributable to circulatory disturb- 
ances of the brain or medulla, from this source. 

It is, however, well understood that spasms are produced 
by depriving the respiratory centres of their normal blood 
supply, as by compression of the great vessels of the neck; 
or they may be brought about by irritation of these centres, 
dependent upon an increased carbodioxid content of the blood, 
thereby lessening the supply of oxygen. 

The probability of the convulsions being due to the forma- 
tion of toxins arising from faulty metabolism, induced by the 
condition of asphyxia, has been suggested. The early appear- 
ance of the convulsions after the accident militates against 
this hypothesis. 
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I am inclined to attribute the occurrence of convulsions 
as due to respiratory interference. This may have been occas- 
ioned by injury to the phrenic nerve or its communicating 
branches, as the area in which the nerve is situated lies directly 
in the line subjected to the greatest compression. 

The loss of muscular power in both arms probably is best 
explained by the injury of the spinal nerve trunks. The pres- 
sure must have been more or less oblique at the base of the 
neck and with sufficient force to overcome the natural protec- 
tion afforded by the sternoclavicular articulations. The great- 
est injury to the nerves appeared to be on the same side as the 
sternoclavicular dislocation. 

The treatment of this condition is directed to the re-estab- 
lishment of respiratory function, such as artificial respiration, 
oxygen inhalations, atropine and strychnia, and when the right 
side of the heart is dilated venesection is indicated. 
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A CASE OF STASIS CYANOSIS FOLLOWING AN EPI- 
LEPTIC SEIZURE, SIMULATING TRAU- 
MATIC ASPHYXIA.* 


BY E. G. ALEXANDER, M.D., 
OF PHILADELPHIA, 
Visiting Surgeon to the Out-patient Department of the Episcopal Hospital. 


THE following case clinically resembled traumatic asphyxia 
so closely that I was at a loss how to classify it. Etiologically 
it was undoubtedly due to epilepsy, and this fact has forced me 
to describe the condition as a case of stasis cyanosis following 
an epileptic seizure. 


E. B., American, male, age 18 years; occupation, electrician ; 
family history good. 

Previous history: Had measles and whooping-cough in in- 
fancy, typhoid fever at the age of twelve. In the fall of 1906 
while at work, a fifteen-pound wrench fell from a scaffold twenty 
feet high, striking him on the head in the left parietal region ; 
he was rendered unconscious from the blow for a few minutes. 
On regaining consciousness, he continued his work for about one- 
half an hour, then, owing to intense pain and headache, went to 
his family physician for treatment. The wound inflicted was a 
trivial one, the skin not being broken, and from which he entirely 
recovered within a few days. 

The patient was perfectly well until September, 1907, nearly 
one year after the injury, when he was seized with an attack of 
epilepsy. In October, 1907, and January, 1908, he had similar 
attacks. 

Present trouble: On the morning of March 4, 1908, he was 
called to a meat market to repair an electric meat-grinding ma- 
chine; after finishing his work he was seized with an attack of 
epilepsy and fell to the floor. Two witnesses of this attack said 
that the patient had just finished his work and was standing 
behind the counter talking when he suddenly let fall a hammer 
from his hand, straightened up, stared across the room as if 





* Read before the Philadelphia Academy of Surgery, March 1, 1909. 
762 











STASIS CYANOSIS. 763 


seeing something in the distance, and then slowly sank face down- 
ward to the floor. They also said that “' 2 puffed and snorted 
like a steam engine ”’ and they believed that he would have smoth- 
ered if they had not turned him over; during this seizure no con- 
vulsive movements were noticed, nor did he foam at the mouth. 
He was carried in an unconscious condition into an adjoining 
room; here the light was much brighter and they noticed that 
his face was blue and that his eyes were blood-shot ; he remained 
unconscious several minutes. A patrol wagon was summoned, 
the patient was taken to the Episcopal Hospital and admitted to 
the surgical dispensary; he was transferred from the dispensary 
to the house and admitted to the service of Dr. G. G. Davis, 
to whom I am indebted for the privilege of reporting this case. 
On admission to the dispensary the patient had fully regained 
consciousness and the history he gave was that while standing 
on a table doing some electrical work he received a shock which 
caused him to fall from the table to the floor, after which he 
remembered nothing. (I have been unable to substantiate this 
history. The two witnesses were seen separately and gave almost 
identically the same account of the accident. The current was 
turned off during the repair of the machine, so that it is highly 
improbable that the man, who now remembers nothing of the 
accident, could have received a shock.) 

On admission to the hospital the patient complained of nothing 
but the discoloration of the face and eyes. 

Examination.—A young adult, well nourished, and apparently 
in good health. The face and neck showed a diffuse bilateral 
bluish and slightly punctiform discoloration of the skin that dis- 
appeared but slightly, if at all, on pressure. This discoloration 
stopped with a decided line of demarcation just where the collar 
passed around the neck. (The patient was wearing a tight collar 
when the accident occurred.) Below this line the skin was of 
a normal color. The lips showed a purple discoloration. The 
tongue was moist and clean, and showed no evidence of having 
been bitten. There was no hemorrhage from the nose or ears. 
The eyes showed a marked subconjunctival ecchymosis, more 
marked in the left, the pupils being widely dilated and failing 
to react to light ; this was due to atropia which had been instilled 
a few days previously for the purpose of testing the vision; the 
eye grounds showed no fundus change. The chest and abdomen 
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failed to show any signs of recent injury. The heart and lungs 
were apparently normal. Examination of the head failed to re- 
veal any scar, depression or injury, either recent or old. 

Urine.—Specific gravity 1020. Reaction, acid. Trace of 
albumin, no sugar, a few granular casts, leukocytes, squamous 
epithelial cells and urates. 

March 6, 1908. Line of demarcation more pronounced than 
on admission. Subconjunctival ecchymosis more marked. Pa- 
tient’s general condition good. 

March 8. Discoloration of face beginning to fade. Ecchy- 
mosis of conjunctiva still intense. 

March 11. Discoloration gradually fading. 

March 18. Discoloration has almost disappeared. 

March 22. The patient had an attack of epilepsy. 

March 24. Patient discharged and referred to the Ortho- 
pedic Hospital for treatment. 

Through the kindness of Dr. Sinkler, to whose clinic the 
patient was admitted at the Orthopedic Hospital, I have examined 
their records and find the nervous history obtained almost identi- 
cal with the above. The patient was treated at the Orthopedic 
Hospital for eight months, during which time he had no attacks 
of epilepsy. The parents of the patient told me that on his dis- 
charge from the Episcopal Hospital, they noticed that his face 
still showed a faint bluish discoloration. 


Spratling ? states that “ punctiform hemorrhages covering 
one side of the face and neck are not infrequent after grand 
mal attacks in certain individuals; this condition is noticed as 
soon as the fit is over, the face hav. ¢ a dark, diffusely mottled 
appearance without elevation, the discoloration partly disap- 
pearing under pressure to quickly return when it is removed; 
as a rule, such extravasations are visible for some days after- 
wards, first fading in changing colors like a bruise.”’ 

That the face suffers most, Spratling attributes to “ con- 
stricting bands of clothing about the turgid neck, which in- 
creases the efforts of the mechanical congestion.” 

Echeverria? reports a case in which a general petechial 
eruption on the face, neck and limbs, followed diurnal attacks 
of petit mal and nocturnal spasm; the eruption following the 
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Appearance one hour after attack while wearing a Lateral view ; appearance one hour after attack 
tight collar 





_ Appearance three days after onset of condition; 
the right eye shows a subconjunctival ecchymosis which 
was not present when first photograph was taken, 
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nocturnal spasm was “ minute and confluent in character and 
generally passed off within two or three days.” 

Pierce Clark? reports a case of profuse subcutaneous 
hemorrhage on the right side of the face and neck following 
epilepsy. 

Gowers ®* states that “after the tonic spasm has lasted a 
short time, ten or twenty seconds, the face becomes congested 
and cyanotic; but with the increasing remission of the spasm, 
air becomes changed in the lungs and the cyanosis lessens.” 

Aldren Turner* says “that hemorrhages, petechial and 
of large size, have been described as occurring under the skin 
of the face, eye-lids and neck during the cyanotic stage of 
fits; but these must be unusual in uncomplicated cases of 
epilepsy.” 

Oppenheim® calls attention to the fact that “ minute 
rupture of the capillaries of the skin and mucous membrane 
or circumscribed hemorrhages of the conjunctiva may occur.” 

Tardieu, in performing an autopsy upon an epileptic, found 
a great number of small ecchymoses at the base of the neck 
and anterior part of the chest analogous to the tache de 
purpure. 

The above case I believe to be unique. It differs from 
the cases referred to by the authors quoted in distribution, 
duration, character of discoloration, and manner in which it 
disappeared. 

In Spratling’s and Clark’s cases, the eruption was limited 
to one side of the face and neck. In Echeverria’s case, there 
was a general petechial eruption—the discoloration, however; 
disappearing in two or three days. In this case, the discolora- 
tion was bilateral and lasted over a fortnight. I am unable 
to form any accurate conclusions as to duration, except in the 
cases referred to by Gowers and Echeverria. In the former's 
cases, the cyanosis disappeared in a few minutes after muscular 
relaxation was obtained, while in the latter’s case, it lasted for 
two or three days. Spratling states, rather indefinitely, that 
the condition may persist for some days afterward. 

The discoloration described varied from the transitory 
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cyanosis of Gowers, the petechial, confluent, and minute erup- 
tion of Echeverria, to the punctiform hemorrhages of Sprat- 
ling. Spratling says that the cases fade “ in changing colors 
like a bruise.”” This was not true in the above case; the con- 
dition simply faded gradually without the characteristic 
changes of extravasated blood being absorbed. With the 
fading the punctate character of the eruption became more 
pronounced. 

I am inclined to believe the factors producing this condi- 
tion similar to those causing traumatic asphyxia, namely, a 
fixed thorax, a closed glottis, an increased intrathoracic pres- 
sure, a lack of zration of the blood, and the incompetent and 
absent valves of the jugular, subclavian, and facial veins. 
That fractures and dislocations can be produced by muscular 
action during epileptic seizures is a well-known fact. Why, 
then, during these seizures cannot the intrathoracic pressure 
be raised by muscular action to a corresponding degree as that 
produced by trauma. The length of unconsciousness may 
have been augmented somewhat by the cerebral cyanosis. A 
small portion of the blood no doubt was outside of the blood 
vessels, but from the diffuse bilateral character of the discolor- 
ation, and the manner in which it disappeared, I believe that 
which was extravascular to have been very small. 
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LIGATION OF THE EXTERNAL CAROTIDS. 


WITH REPORTS OF SEVEN LIGATIONS IN FOUR CASES.* 


BY ARTHUR LYMAN FISK, M.D., 


OF NEW YORK, 


WHEN severe and extensive operations are required either 
on the neck or face, in order to control hemorrhage, ligation 
of the carotid frequently has to be done. Which vessel, the 
common or the external carotid, is the vessel of choice, does 
not appear to be definitely determined. 

This article is the result of my investigations to settle for 
myself this mooted point. Richard Quain states that the com- 
mon carotid artery, sometimes, gives origin at its upper part 
to the superior thyroid or ascending pharyngeal artery ; and, in 
some rare cases, to a laryngeal or an inferior or accessory 
thyroid. These anomalies are rare; generally, the artery does 
not give off any branches. The internal carotid does not give 
off any branch until it enters the skull. Its distribution is 
almost entirely to the contents of the cranial cavity, internal 
to the dura mater, and to the structures in the cavity of the 
orbit. The external carotid and its branches supply all the 
structures of the head and neck which are situated external to 
the dura mater, except those within the cavity of the orbit. 
It would seem, therefore, on anatomical grounds, that ligation 
of the external carotid would control best all hemorrhage in 
those areas. Why then is the common carotid ligated? 

It is claimed that it is easier of access, which should have 
little weight unless it possesses decided advantages that the 
other does not. After ligation of the common carotid the 
blood is conveyed to the cerebral and ophthalmic branches of 
the internal carotid from the vertebral arteries anu. from the 
internal carotid of the opposite side, by means of the very free 
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communication existing between these vessels in the circle of 
Willis; whereas, in ligation of the external carotid, its branches 
receive blood from the subclavian arteries through the anas- 
tomosis of the superior and inferior thyroids and the occipital 
with the deep cervical artery, and from the branches of the 
external carotid of the opposite side. 

“Blood, obeying the same law as all other fluid, will 
escape in the direction of least resistance. The large vessels 
at the base of the brain connecting the internal carotid both 
with its fellow of the opposite side and with the vertebrals 
would appear to offer less resistance to the blood current than 
is offered by the exceedingly fine anastomosis of the super- 
ficial vessels across the middle line. So fine are these anas- 
tomoses in the lingual arteries that Hyrtl doubts whether they 
anastomose at all.” (Cripps. ) 

There is a specimen in St. Bartholomew’s Museum in which 
a fine colored fluid injected into one of the linguals did not 
cross the middle line. In cancer of the tongue the lymphatics 
of the opposite side do not show invasion until that disease 
breaks through the median raphe, which from analogy would 
seem to bear out the idea of Hyrtl. Cripps cites an experiment 
upon a cadaver demonstrating the free communication exist- 
ing in the circle of Willis. The right carotid artery was 
ligated ; on the same side one or two branches of the external 
carotid were divided (the lingual and the facial) one inch 
from the trunk. Water was injected into the left common 
carotid; the water nearly all flowed out of the proximal end 
of the divided lingual and facial arteries on the right side. A 
ligature around the right internal carotid caused the flow 
almost to cease. The anastomosis between the two superior 
thyroids is next to the circle of Willis in free communication. 

This Guthrie has well demonstrated. He opened the exter- 
nal carotid above the bifurcation of the common carotid, then 
he ligated the common carotid; bleeding persisted. He tied 
the external carotid above the incision into it, and still the 
bleeding continued. Then he tied the internal carotid, which 
cut off the circulation through the circle of Willis, but the 
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bleeding was not checked. He finally tied the external carotid 
below the wound, but above the superior thyroid; this checked 
the bleeding absolutely. 

Failure to control hemorrhage after ligation of the common 
carotid would seem to be in consequence of not controlling the 
collateral circulation through these two free ways of communi- 
cation, excepting in those rare instances in which the anomalous 
branches of the common carotid exist. Careful inspection at 
the time of operation should avoid any oversight of such 
vessels. 

From the foregoing facts and experiments, ligation of the 
external carotid more thoroughly controls the collateral cir- 
culation and, consequently, hemorrhage than does ligation of 
the common carotid. A serious objection to ligation of com- 
mon carotid is, that it shuts off a large blood-supply to the 
brain, which may lead to the gravest consequences. 

Cripps collected fifty cases, from English and American 
literature, of ligation of the common carotid; of these twenty- 
eight died, which gives a mortality of 56 per cent. This 
agrees closely with the mortality presented by Pilz and Norris. 


TABLE OF CAUSES OF DEATH IN TWENTY-EIGHT CASES. 


5 DE MIR oes isa tececcultigncsseee 8 cases. 
2. Recurrent hemorrhage from the wound.......... 8 cases. 
3. Secondary hemorrhage at seat of ligation....... I case. 
PR ee ear ee ee eee re I case. 
C. ERIONE: is hands ei ab cweakaaenaneccened wana 5 cases. 
CG Came TE  ININ, 6 oa 6 ore esc ecT ia tees ied 5 cases. 


Eighth of the deaths, 28 per cent., were directly conse- 
quent upon the operation. Eight deaths took place in conse- 
quence of the continued bleeding from the original wound 
after ligature of the common carotid. 

In a mortality of 31 per cent., in 314 ligations of the 
common carotid, 26 per cent. had cerebral symptoms (Zim- 
merman). Riese found brain symptoms in 17 out of 73 cases, 
that is 23 per cent. Warren places the percentage as 20. 
Bryant says that the mortality of ligation of the common 
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carotid for the operation alone is 40 per cent., and Wyeth 
gives it as 44 per cent. ; so that ligation of the common carotid 
may, therefore, be considered as one of the most fatal opera- 
tions in surgery. 

To reduce this high mortality, in 1895 Senger advised 
temporary ligation of the common carotid; and he demon- 
strated, experimentally, that the ligature may remain in place 
for from one to three hours without injury to the artery. 
Schoenborn (Deut. med. Woch., 1896) devised artery com- 
pression forceps, consisting of two parallel steel bars, beak- 
shaped, and moving in the direction of their long axes, for 
temporary closing of the common carotid. 

George W. Crile, in the ANNALS oF SURGERY of 1902 
published his experimental and clinical research on the tem- 
porary closure of the common carotid artery. His experi- 
ments consisted of nineteen operations upon dogs, and his 
clinical experience of eighteen operations on man. In all there 
were twenty-eight closures of individual vessels. The ages 
of the patients ranged from seven months to sixty-nine years. 
Among the eighteen cases, there were three deaths: Case VII, 
death from secondary hemorrhage on the thirteenth day; 
Case XV, death from pneumonia (in this case the external 
carotid was ligated) on the seventh day; Case XVIII, death 
from cerebral softening on the tenth day; a mortality of 11 
per cent. from the operation of ligation alone. 

The method of temporary compression of the common 
carotid, while it may diminish slightly the mortality, does not 
apparently eliminate the danger of secondary hemorrhage; 
and the more serious and greater danger, that of brain compli- 
cations. Other objections to this method are the cardiac and 
respiratory embarrassment which may follow the cutting off 
of the circulation to the brain, and also the injury to the 
coats of the artery from the clamps, which may be exceedingly 
serious should the wound become infected. 

Carl Schlatter, in the Philadelphia Medical Journal of 
April 13, 1901, writes that of 789 cases of ligation of the 
common carotid, 49 developed hemiplegia; one developed 
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imbecility ; and 18 developed delirium, convulsions, and other 
cerebral disorders. Of those that lived a short time, or recov- 
ered, more than 7 per cent. developed paralysis. 

Ligation of the external carotid gives, on the other hand, 
statistics which are much more satisfactory; secondary hem- 
orrhage seldom occurs; there are no brain complications; and 
the mortality is estimated as only one to four per cent., as 
against forty to fifty-six per cent. in ligation of the common 
carotid. The fear of secondary hemorrhage at the site of the 
ligature because of the close proximity of the large branches 
is not based on facts. 

M. Guyon, in the Memoires de la Société de Chirurgie, 
vol. vi, reported 27 cases of ligation of the external carotid; 
to this number Cripps adds three, making a total of thirty 
cases, of which number there was only one single case of 
secondary hemorrhage. Bryant collected nineteen cases of 
ligation of the external carotid with but one death. Wyeth 
reported sixty-seven cases of ligation of the external carotid 
with but two deaths; these deaths were in cases of gunshot 
wounds during the Civil War, and it is questionable whether 
death was due to ligation of the artery. Dawbarn, in his 
“Starvation Treatment of Certain Malignant Growths,” has 
collected forty-eight cases of excision of the external carotid, 
in which eighty-three operations were performed; there were 
forty-six recoveries and two deaths, both of which were from 
shock. He says that from an experience of more than fifty 
actual excisions of the external carotid the operation is sur- 
prisingly safe and there should hardly be any mortality at all 
following the excision, surely not more than one per cent. 

W. W. Keen, in the ANNALS oF SuRGERY for July, 1go1, 
writes that while he does not wish to advocate indiscriminate 
ligation of the external carotid in cases of persistent hemor- 
rhage from the tonsil or postnasal cavity, in view of its 
effectiveness and the slight danger attending modern opera- 
tions, he urges that it be resorted to more frequently and not 
postponed too late. 

Bryant writes: “I am certain ligation of both external 
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carotids and their ascending pharyngeal branches, prior to 
the removal of large vascular growths involving the superior 
maxilla and the pharynx, or in retropharyngeal growths of a 
similar nature, should be earnestly commended.” 

John Lizars first ligated the external carotid as a prelimi- 
nary step in excision of the superior maxilla, in 1830. 

Mr. Cripps has compiled a table of eighteen cases, which 
shows that the external carotid or some of its branches are 
more frequently injured than either the internal or common 
carotid in wounds of the neck and head, as follows: 


I ME ik tend ted tk Geka cienkieecwenwandcnd ies 3 
NG nc bCA aed hid oN RARE ORANG SOA tSK nibs SRAM CR NE WER ORE I 
SAR AAAS Sarre rary TLL. fone emt ee ened I 
RI IN SS aE i Sak Car a te Gc teat I 
I gets bie ae ks dais Sakis heiutian I 
IEE Oe eT EE ee ee 2 
PE rh sy Gh .cvk PAGS Ok OS Me eee sei see een ee I 
er IND 5, 5.5) 0056550 ee OE Seen Ged NGNleh ds Waaad I 
I chi eo kan Gnd innse one danixnwsrdeie I 
ee EE ee OE EE ee rT ae 2 
RINE, os iad yng s Sd iFs & WEA WLC AES EEO RCON 3 
ie ME I TUES TEL ET STOP ETE CER TTC E CTR Cee ee I 


In eleven of these, possibly twelve, ligation of the external 
carotid was the vessel of choice to control the hemorrhage. 

Since 1905 I have ligated the external carotid seven times 
in four cases; reports of these are as follows: 


Case I.—Cancerous disease of the right superior mazilla. 
Ligation of the right external carotid; excision of the right supe- 
rior maxilla; ligation of left external carotid five months later; 
enucleation of the right eye with excision of malignant disease 
within the orbit. 

A woman, aged 53. In 1893 she had hemorrhages from the 
right nostril. May, 1904, there were several operations for some 
growth within the right naris which obstructed the breathing. In 
August, 1904, the sight of the right eye was affected, and there 
was intense pain within the orbit. February 21, 1905, she came 
under my observation. The right eyeball was pushed upward; 
there was ptosis of the upper lid; there was a growth in the right 
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naris and bulging of the hard palate on the right side. She 
suffered intense pain. 

February 25, the right external carotid was ligated, under 
ether anesthesia. The wounds healed per primam. There was 
almost instant relief from pain. March 7, under chloroform anzs- 
thesia excision of the right superior maxilla was done, in accord- 
ance with Ferguson’s method. The hemorrhage was very slight, the 
recovery was rapid and excellent. The eyesight was almost com- 
pletely restored and her physical condition rapidly improved. 
She was in excellent health for many months. On July 24, there 
was a slight recurrence of the growth, in the roof of the cavity. 
The left external carotid was tied and this growth removed. On 
October 16, the growth had extended to the back of the orbit be- 
hind the eye. The eye was enucleated and the growth removed 
as thoroughly as possible. She died in the winter of 1905-’06 
from recurrence of the growth. 

Case II.—Ligation of both external carotids simultaneously 
for cancerous disease of the right superior maxilla. 

Woman aged 67, with advanced Bright’s disease. On Septem- 
ber 9, 1905, I saw the patient in consultation. She had malignant 
disease of the right superior maxilla invading the right naris, 
hard palate, and floor of the orbit. There was ptosis of the right 
upper lid; intense pain in the eye; fetid discharge from the nose. 
Morphine was freely taken to control the pain. The woman had 
such an advanced Bright’s disease with general arteriosclerosis 
that excision of the bone was thought unwise; but ligation of the 
carotid to retard the growth and check the pain was considered 
justifiable. 

On November 17, both external carotids were ligated under 
chloroform anesthesia. The wound healed by primary union, and 
the patient had no bad symptoms. After the third day she was 
free from pain and did not require any morphine. The fetid 
discharge from the nose was greatly diminished. She was in the 
hospital for three weeks under observation, then returned to her 
home, where she died within ten days from suppression of urine. 

Case III.—Sarcoma of the right superior maxilla; ligation of 
both external carotids simultaneously; excision of the right supe- 
rior maxilla; recovery. 

Man aged 64. January 9, 1906, patient came under observa- 
tion. He said that ten years before he had been kicked in the face 
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by acolt. For months there was discharge from the right nostril. 
There was marked ptosis of the right upper lid, intense pain on the 
eyeball ; vision had been lost within two months. Light only could 
be distinguished. He was unable to wear his tooth plate because 
of pressure on the hard palate. 

On January 11, both external carotids were ligated. Wounds 
healed by primary union, and the patient sat up on the second day. 
On January 18, the right superior maxilla was excised, according 
to Ferguson’s method. The hemorrhage was very slight. On 
January 19, the packing was entirely removed from the mouth, 
which was simply cleansed with H,O, hourly thereafter. On 
January 20, patient was up in a chair; skin incisions were painted 
with collodion. They healed per primam. On January 31, pa- 
tient was discharged. He died of local recurrence the last of 
the year. 

Case IV.—Malignant epulis from the second molar on the 
left side, superior maxilla. Ligation of the left external carotid; 
excision of the epulis; cocaine anesthesia. 

Man aged 70. In June, 1899, he had repeated attacks of 
hematuria. July, 1899, suprapubic cystotomy was performed for 
supposed malignant disease of the bladder. The hematuria ceased 
for a time, then began again and was intermittent thereafter dur- 
ing his life. On March 2, 1908, he consulted me for a tumor of 
the right kidney, as large as a child’s head. There was marked 
cachexia, and there had been a loss in weight of two pounds per 
week. Operation was not advised. 

On April 11, 1908, I ligated the left external carotid under 
cocaine anesthesia and excised a large, rapidly growing, pulsating 
epulis, which filled the entire roof of the mouth. The disease was 
found to have extended extensively throughout the superior 
maxilla. The hemorrhage was very slight and easily controlled 
with iodoform gauze tampon. The patient made an excellent 
recovery and was very comfortable for some weeks thereafter. 

His physician writes, “ Mr. H. died June 4, of exhaustion. 
The epulis returned, at the time of his death it was about one- 
third as large as when removed. It never gave him as much 
trouble as it did before the operation, which always was a great 
comfort to him. Autopsy showed that the right kidney was com- 
pletely destroyed by the carcinomatous growth. The liver con- 
tained metastatic nodules; the bladder was entirely healthy.” 
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In the first case the external carotid was ligated ten days 
before the superior maxilla was excised; although so long a 
period had intervened the hemorrhage at the time of operation 
was slight and readily controlled. The left external carotid 
was ligated some months later. There was never any dis- 
turbance following either ligation. 

In Case II both external carotids were simultaneously 
ligated in a woman of sixty-seven with advanced Bright’s 
disease. Other than an additional pallor of the face, there 
were no symptoms. The ligation afforded speedy relief from 
the intense pain she was suffering and made life bearable. 

In Case III both the external carotids were ligated simul- 
taneously without any symptoms. Seven days after, excision 
of the right superior maxilla was performed; the hemorrhage 
was very slight. The wounds healed by primary union and 
the patient was discharged in ten days. 

In Case IV, under cocaine anesthesia, the left external 
carotid was ligated, and a large, very vascular epulis excised, 
in a patient greatly enfeebled by malignant disease of the 
kidney. The hemorrhage was slight and easily controlled by 
an iodoform gauze packing, to the intense relief of the patient. 

Ligation of the carotid arteries, in these cases, was not done 
with the intention of starving the growth, but for the purpose 
of controlling the hemorrhage. In the first, second, and third 
cases, starvation would have been impossible, because of the 
involvement of the orbit by the growth and the supply of blood 
received through the internal carotids by the disease. 

These cases forcibly impress the necessity of the early 
diagnosis of malignant disease in these areas, in order that 
early operation may remove the disease thoroughly, for in ali 
these cases the recurrences were local without glandular 
invasion. 

My conclusions from my experience in these cases and 
from my review of the literature are that ligation of the 
external carotid more thoroughly controls the hemorrhage 
than does ligation of the common carotid; that there is less 
probability of secondary hemorrhage; and that there is no fear 
of brain complications. 
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I consider that ligation of the external carotid is a safe and 
wise procedure in operations on the neck and face, especially 
in operations for the removal of malignant disease of the 
bones ; and as a palliative measure for the relief of pain, where 
such disease cannot be removed. 

In ligating the external carotid the point of election is 
between the superior thyroid and lingual branches. The origin 
of the ascending pharyngeal must be determined and, if at 
the bifurcation of the common carotid, it must be ligated also. 











CYSTITIS AND ULCERATION OF THE BLADDER 
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Gynecologist to the Howard and Gynecean Hospitals and to the American Hospital for 
Diseases of the Stomach; Surgeon to the Bar Harbor Hospital. 


THE fact that inflammation of the bladder occurs more 
often in women than in men has been generally admitted. 
This is readily understood when we consider the anatomical 
relations of the female urethra and bladder and the various 
traumata and pelvic hyperemia and congestions, both physio- 
logical and pathological, to which women are subject. The 
short and nearly straight urethral canal renders the bladder 
accessible to infections from without; and the frequent occur- 
rence of pelvic inflammatory disease, with extension to sur- 
rounding structures, accounts for many cases of vesical disease. 

The neuroses of the bladder, the tumors which occur in it, 
vesical calculi, fistula, and congenital defects will not be con- 
sidered in this paper. All the other affections of the bladder 
which give rise to the symptoms of cystitis (a term, by the 
way, which is used to describe such a variety of conditions as 
to be misleading and confusing) are of an inflammatory nature 
and are the result of traumatism and infection. 

It is well known that the intact mucous membrane of the 
bladder is non-absorbent and has a peculiar power of resisting 
injury and the action of pathogenic organisms. Animal ex- 
periments along these lines are quite conclusive (Centralblatt 
fiir Gynecol., 1886, 443). In consequence, cystitis due to 
the presence of micro-organisms alone is unknown, but the dis- 
ease is always the result of traumatism followed by infection 
by micro-organisms. 

The micro-organisms which attack the bladder are the 
bacilli coli communis, the gonococci, the tubercle bacilli, the 
streptococci, the staphylococci, and the typhoid bacilli. The 
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presence of these organisms in a normal bladder with intact 
mucous membrane is of no importance. They do not find a 
suitable soil for growth and are soon swept away with the 
urine. 

Likewise a simple trauma, an injury to the mucous mem- 
brane such as occurs in child-birth, or by the pressure of a 
pessary or of a tumor, or by the end of a sterile catheter or 
other instrument, is of minor importance. Remove the cause 
and the injured mucous membrane will promptly recover its 
normal condition, provided the lesion has not been infected 
with pathogenic micro-organisms. 

Overdistention of the bladder is a form of traumatism 
which often occurs. In addition to the resulting muscular 
paresis there must occur multiple lacerations of the mucous 
membrane. Under such circumstances the power to resist 
infection is impaired and micro-organisms find a suitable soil 
for development. This is favored by the decomposition of 
residual urine, which is present in these cases. 

Perhaps the most common form of cystitis is that caused 
by infection by gonococci. Gonorrhceal cystitis is usually the 
result of a long-standing or a neglected gonorrhceal urethritis. 
We have very little accurate knowledge of its pathology. It is 
not known whether the infection causes a rapid general in- 
flammation of the whole mucous membrane of the bladder, or 
whether the inflammatory process tends to remain localized, 
giving rise to areas of congestion, erosion, and ulceration. We 
do not know whether the infection extends along the lymph- 
channels or the blood-vessels. In almost all cases of cystitis, 
local as well as general, the trigone is the seat of hyperzmia 
and inflammation more or less intense; and in the majority 
of cases the process is localized to the region of the trigone, 
giving rise to the condition known as trigonitis. 

Tubercular infection of the bladder may be either primary 
or secondary. Primary tubercular cystitis is said to occur, 
and many cases have been reported as such with rapid cure 
as a result of a few applications of silver nitrate through a 
cystoscope. There is no other part of the body where a tuber- 
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cular process can be cured by such simple treatment ; and there- 
fore one is forced to the conclusion that the diagnosis of 
primary tubercular cystitis in many of the reported cases was 
a mistaken one, or else that the relief obtained was only tem- 
porary and not permanent. It is difficult for an expert bacteri- 
ologist to distinguish the smegma bacillus from the tubercle 
bacillus, and it is not impossible that many of the reported 
cases of primary tubercular cystitis were gonorrhceal or strep- 
tococcic ulcers of the bladder, which yield very readily to 
treatment. 

The only channel by which a primary tuberculosis of the 
bladder can occur is through the urethra. A catheter or other 
instrument introduced into the urethra might be the means 
of infecting the urethra or bladder with tuberculosis; or a 
woman could be infected by a man suffering from a tubercular 
epididymitis or orchitis, or by any other accidental manner 
in which the tubercle bacillus could be carried to the external 
urinary meatus. When we consider the improbability of such 
causes of infection and that the bladder, except when injured, 
has a peculiar power of resisting infection and that in no other 
part of the body can a tuberculous process be so easily cured, 
it is difficult to believe in the reported cases of primary tubercu- 
lar cystitis and still more difficult to believe that a secondary 
process can be cured so easily. Fenwick has said that surgeons 
do more harm than good by interfering with tuberculous blad- 
ders, and that the favorable reports of cures are due probably 
to errors in diagnosis. 

Tuberculosis of the bladder undoubtedly does occur, but 
it is seldom primary and is usually secondary to a tuberculosis 
of the kidney, the peritoneum, the intestines, or to a tubercular 
salpingitis. It usually causes a localized cystitis as a result of 
erosion or ulceration, and is characterized by hematuria and 
extreme vesical irritability and pain. It is not amenable to 
treatment, and the surgeon had best let it alone and attack 
the primary focus. 

Streptococcic and staphylococcic infection of the bladder 
occurs frequently during the puerperium, especially after long, 
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difficult, or instrumental labors, when the bladder walls may 
have been injured by long pressure by the child’s head, or, as 
not infrequently happens, by overdistention and stretching of 
the walls of the bladder, when it contains any considerable 
amount of urine during the third stage and latter part of the 
second stage of labor. The pressure thus exerted on the blad- 
der walls may not be sufficient to cause a vesicovaginal fistula, 
and yet it may produce lesions of the mucous membrane, thus 
opening avenues for infection to any of the pyogenic organisms 
which may find access tothem. A badly adjusted pessary may 
give rise to injuries of the bladder followed by the same re- 
sults. It is possible that gonorrhceal and perhaps tubercular 
infection may occasionally occur in this way, but by far the 
most frequent infections occurring under these circumstances 
are the streptococcic and staphylococcic infections. An abras- 
ion, a laceration, or an area of pressure narcosis thus infected 
with streptococci or staphylococci gives rise to a train of symp- 
toms and appearances which are characteristic. At first there 
is frequent micturition, vesical irritability, and tenesmus. The 
urine is cloudy, occasionally streaked with blood, and contains 
pus, epithelium, shreds, and considerable mucus. At times 
there is fever with rapid pulse and evidence of a mild systemic 
infection. Proper medicinal, hygienic, and dietetic treatment, 
combined with carefully conducted bladder irrigations, will 
as a rule greatly relieve these symptoms and often effect a 
permanent cure. There are other cases, however, in which 
the symptoms are only partially or temporarily relieved. After 
the acute stage is over the patient continues to have mild symp- 
toms of vesical trouble and enters upon the subacute stage, 
which is characterized by slight irritability of the bladder, with 
inability to hold the urine more than an hour or two during 
the day and three or four hours at night. The urine during 
this stage is fairly clear, containing some mucus, epithelium, 
and leucocytes and red blood corpuscles. If we make a cysto- 
scopic examination at this time we find one or more areas of 
intense hyperzemia and congestion and occasionally a beginning 
ulcer with sharply defined edges and a smooth base. These 











ULCERATION OF BLADDER IN WOMEN. 781 


areas of congestion often look like scars and are deeply 
injected. The rest of the bladder is comparatively healthy, 
except that the blood-vessels, especially in the neighborhood of 
the inflamed areas, are markedly injected. The third stage 
of the disease is marked by the breaking down of these con- 
gested areas into ulceration. The edges of the ulcers become 
indurated, but remain sharply defined and bleed easily and 
freely ; their bases become elevated by an interstitial inflamma- 
tory process ; and throughout these hypertrophies are deposited 
lime salts, usually in the form of triple phosphates. These de- 
posits on the bases of the ulcers are considerably elevated from 
the surface of the bladder and appear like dendritic growths. 
They are yellowish-white in appearance and the edges of the 
ulcers are indurated, bright red, and bleed on the slightest 
touch. This stage may last for months or even years, and the 
subjective symptoms are not necessarily severe. There is 
always some vesical irritability, frequency of micturition, and 
tenesmus, but by far the most important and characteristic 
symptom of this stage is hematuria, at times amounting to 
hemorrhage. The blood is always present in the urine and 
accompanied by more or less mucus and often by shreds and 
pieces which have broken off from the ulcers. These shreds 
are sometimes of considerable size, a quarter or three-eighths 
of an inch in diameter, and when sectioned show a fibrous- 
tissue framework filled with deposit of triple phosphates and 
areas of small epithelial cells and leucocytes. Kolischer has 
described these ulcers and calls them traumatic granulomata. 
He reports four cases. They are undoubtedly identical with 
the simple solitary ulcer first observed by Skene. Fenwick 
observed them in men as well as in women, but before the 
days of direct application, and he was therefore unable to 
treat them topically. He also described the occurrence of 
contact ulcers and likened them to the stalactite and stalagmite 
formations in nature. 

A typical case illustrating the above condition came under 
the writer’s observation in February, 1902. The modern elec- 
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tric-light cystoscope made the diagnosis and treatment pos- 
sible. 

The patient was a fairly well nourished woman aged 31. She 
had been married nine years and was the mother of four children, 
the oldest being seven years old and the youngest ten months. 
She had never had a miscarriage. She had just weaned her baby 
and had not menstruated since her last pregnancy. With the 
exception of a sister who died of rapid acute phthisis the family 
history was good. Her father died of malaria and her mother 
of some kidney trouble. She had three brothers and three sisters 
living and in good health. Her third child was born just one 
year previous to the last one. The labor was long and was 
terminated with forceps. A few weeks later she began to have 
frequent and painful micturition, at times every five minutes 
during the day and four to five times at night with ardor urine 
and tenesmus. At first there was no macroscopic blood. Later 
the acute symptoms subsided and she noticed that the urine was 
blood-stained and contained mucus and shreds and continued 
frequent. This condition continued during her last pregnancy. 
The urine was always deeply stained with blood and frequently 
contained small pieces and thick mucus and shreds. During the 
previous ten months she complained of left ovarian pain and 
backache. She was losing strength and weight and appeared 
anemic. Pelvic examination showed lacerated perineum, normal 
cervix, uterus retroverted to third degree, appendages normal. 
A cystoscopic examination of the bladder under ether anzsthesia 
showed about one-half inch above the left ureter a well-defined 
ulcer (1) about the size of a dime, its base filled with an elevated, 
cheesy, necrotic deposit and the edges sharply defined, also 
elevated and deeply injected. Surrounding the ulcer was a 
hyperemic area with injected vessels about the size of a silver 
quarter dollar. About one-quarter inch northeast from this ulcer 
was a similar ulcer (2) about the size of a pea. Just about the 
centre of the base of the bladder and an inch above and a little to 
the right of the large ulcer was another (3) about one-half the 
size of a pea, and a fourth ulcer (4) somewhat larger than a pea 
was finally discovered at the apex of the trigone just within the 
internal urinary meatus. The whole trigone was the seat of an 
intense hyperemia which rendered it difficult to locate the ureters. 
Just above the trigone and running off to the right from the 











I, 2, 3, 4, ulcers; 5, spots of beginning ulceration; 6, 7, cystic follicles. 
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Appearance of bladder after ten topical treatments covering a period of thirty-six days 
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large ulcer were several small spots (5) deeply injected, appar- 
ently seats of beginning ulceration. In the northwest portion of 
the field in the fundus of the bladder there was an area of conges- 
tion with injected vessels studded with small cystic follicles (6), 
giving a granular appearance and strongly suggesting miliary 
tubercles. Surrounding the lower edge of the large ulcer was a 
similar condition (7). With the exception of the areas noted 
the mucous membrane of the bladder presented a normal appear- 
ance. 

The edges of the ulcers bled freely upon the slightest touch. 
The illustrations (Figs. 1 and 2) beautifully picture the condition 
as first observed, and the result of ten topical treatments covering 
a period of thirty-six days. The ulcers were numbered in the 
order in which they were discovered. 

All topical treatments were given under cocaine urethral 
anesthesia with the patient in Trendelenburg position. The 
bladder was previously irrigated with boracic acid solution and 
catheterized. After the cystoscope was introduced it immediately 
became distended with air. Any remaining fluid was sucked out 
with a bulb; each ulcer was gently dried with a pledget of cotton 
on a wood applicator, then it was gently mopped with a weak 
adrenalin solution to check bleeding; any loose shreds were re- 
moved from the ulcers with the bladder forceps; after which 
each ulcer was touched with a pledget of cotton soaked in a 1:8 
solution of nitrate of silver. The patient was then lowered, the 
bladder emptied of air, and three ounces of a 2 per cent. solution 
of protargol was instilled. The patient could usually retain this 
for a half-hour. These treatments were made about every second 
or third day. She received a daily irrigation of boracic acid 
solution followed by the instillation of 2 per cent. solution of 
protargol. Absolute rest in bed was insisted on with a restricted 
diet, and she drank freely of lithiated water. Treatments were 
begun on March 3. After the second treatment it was noted on 
March 8 that ulcer No. 3 had healed. No. 2 was healed on the 
14th, after the fourth treatment. On March 24 it was noted that 
No. I was one-third its original size and looked less angry; its 
edges bled less easily and the trigone was less congested. Matro- 
scopic blood, also mucus and shreds, were still present in the 
urine. On April 3 No. 3 was healed and the urine was clear and 
free from mucus and shreds and no macroscopic blood was 
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detected. Analysis showed sp. gr. 1010, acid, trace albumin, 
epithelium, urates, and uric acid, also red blood-corpuscles and 
leucocytes, no casts. 

Ulcer No. 4 was very stubborn and yielded slowly, but by 
April 16 it had healed. At this time the bladder presented 
the appearance shown in Fig. 2, and the urine was entirely 
normal. The patient has since borne two children and has 
remained free from bladder symptoms. The case illustrates the 
chronic stage of ulcer of the bladder and a successful method 
of treatment. 





TUBERCULOSIS OF THE BLADDER.* 


BY GRANVILLE MacGOWAN, M.D., 
OF LOS ANGELES, CAL., 


Professor of Genito-urinary Surgery in the University of,California. 


THE three cases which I report in this article illustrate 
what I believe to be a very unusual condition of obstruction of 
the outlet of the urinary bladder by growths which, mush- 
room-like, spring up on a tuberculous focus, within the bladder 
or the prostatic urethra, and simulate true bladder tumors; 
and illustrate very well the extremely virulent tuberculous pro- 
cess that gives rise to such growths. While the thorough re- 
moval of these granulomata is rendered obligatory when they 
interfere with or prevent the act of urination, great care should 
be exerted to leave no unnecessary raw surfaces ; for every such 
space is vulnerable and will be attacked by the bacilli. Healing 
of the wounds will be slow in any case and perhaps never take 
place in some. I have not seen this condition described in the 
literature which is accessible to me, and yet it probably has 


been observed by other surgeons working much with the 
bladder. 


Case I.—Fanny M., 17 years old, had suffered from dysuria 
and great frequency since puberty, and for a year there had been 
blood in her urine. It was surmised by those having charge of 
her that she had vesical calculus, though the result of sounding 
was negative. The high cut was made, but no stone was found. 
The bladder was not inspected further, and the wound was left 
to heal as it might. January 12, 1905, after eight months, a 
large fistula persisting, she was brought to me for treatment. 
Much of the urine leaked away continuously, but more was passed 
in small quantities, with great frequency and much tenesmus. 

We examined her bladder with a cystoscope, found it tuber- 
culous, then opened it through the scar of the former operation, 
and on inspecting the inner surface through a speculum, a large 








* Read before the Medical Society of the Territory of Arizona, April 
27, 1908. 
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polypoid mass and several smaller ones were seen to spring from 
irregular ulcers, with raised edges, upon the right side of the 
bladder base. The longest of these tumors reached to the bladder 
neck and swung into the infundibulum of the urethra, where, 
obstructing the exit of urine and easily bruised by action of the 
detrusor, it caused the frequency and gave origin to the 
hemorrhages. 

These growths were removed by curettage, the bladder closed, 
the abdominal wound packed, and the bladder drained with a 
catheter tied into the urethra; this she pulled out before the edges 
of the abdominal wound had fully united, causing a leakage. 
The bladder was irrigated daily with solutions of sublimate 
1: 100,000. Permanent closure was not effected until April 7, 
1905. In the scrapings we found tubercle bacilli. She now 
urinated hourly, but without pain; the urine was full of pus and 
débris, and contained 0.083 per cent. of albumin after being 
centrifuged. She grew very anemic, and her feet became 
dropsical; this condition improved under cardiac tonics and 
peptomanganate of iron. The ulcers were treated by direct appli- 
cation of silver nitrate, through a Bransford—Lewis cystoscope, 
with much benefit. 

An enlarged right ureter could be felt through the vagina at 
her first examination, but the kidney could not be palpated. 
About October 2, 1905, she had a severe pain in her right loin, 
a chill, high temperature ; then began a rapid enlargement of this 
kidney with aggravated sepsis, requiring the reiaoval of both 
kidney and ureter to save life, which was done by me January 3, 
1906. This wound was very slow in healing, but after repeated 
exposures to the X-ray, finally closed in August, 1906. The 
treatments of the bladder were resumed as soon as possible. In 
June, 1907, she was urinating at very reasonable intervals, with- 
out pain; she was fat and strong, and got married. We have 
not heard of her since. 

Case II.—Ira P., 45 years old, farmer. For 25 years, the his- 
tory shows, he had been asthmatic, and for 10 vears had dysuria. 
The urethra was abnormally sensitive. The urine was ammo- 
niacal and there was a residuum of 70 c.c. Cytoscopic picture, 
that of interstitial cystitis; a thick trabeculated bladder wall, 
ulcerated in places, dark purple in others, with dilated ureters, the 
left being double. No stone. A tumor the nature of which 
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could not be made out could be seen on the left side. November 
27, 1905, suprapubic cystotomy and removal of the tumor, which 
proved to be a soft granuloma springing from a tuberculous ulcer 
surrounding the left ureter. This was long enough to obstruct 
the urethra and cause the residual urine with its accompanying 
cystitis. 

All the ulcers were elevated, flat, and covered, as was also the 
polyp, with a diphtheritic-like coating, which contained tubercle 
bacilli. The tumor was removed with scissors, its base being 
cauterized, the ulcers curetted, and the bladder drained through 
the wound, which was closed about a De Pezzer drain. After 
the fourth day the bladder was irrigated twice daily with solu- 
tions of sublimate 1: 100,000. His condition improved greatly 
and his asthma disappeared entirely. On account of the extreme 
sensitiveness of the urethra and the hysterical nervousness of the 
patient, no local application could be made through the endo- 
scope, and for a long time it was impossible even to introduce 
a catheter to facilitate irrigation. Infection of the whole surface 
of the wound by the tuberculous process occurred immediately ; 
and after fighting it until June 23, 1906, with repeated curettages, 
with cauterization with chloride of zinc, carbolic acid, and silver 
nitrate, and with exposure to the X-ray, we did not succeed in 
getting it entirely healed. I then lost sight of him. 

Case III.—January 11, 1907. H. E. S., 32 years old, soldier, 
has had tuberculosis of the lungs, but is now apparently cured. 
For the past five years he has had attacks of dysuria accom- 
panied by pyuria; and, at times, very severe, painless hemorrhages 
from the bladder. From time to time tubercle bacilli have been 
found in the urine. Urinary frequency, about once in three hours ; 
bladder capacity 150 c.c. Urine acid, and contains pus, albumin, 
and a large number of mononucleated round cells. 

For nearly a year he has had to strain in passing urine, at first 
slightly, but recently the abdominal and chest muscles have been 
called upon to assist in urination. By cystoscopic examination we 
found many large diverticula in the bladder wall; and there were 
abundant small tuberculous ulcers, most numerous high upon the 
right side; and a large mass was seen plainly, projecting from 
the bottom of the trigone, about the left ureteral opening. Some 
of the ulcers gave evidence of recent hemorrhage; others were 
healed, leaving scars. 
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January 9, 1907, I opened the bladder by the high cut. On 
the right upper quadrant, posteriorly, there was a large elevated 
granuloma; on the left upper quadrant, anteriorly, there was a 
second; and a third, much larger than the others, surrounded 
the left ureter. On dilating the bladder neck a similar growth 
was found springing from the lower floor of the prostatic 
urethra—this latter acted like a cork, and was the immediate cause 
of the strain in urinating and of the residual urine. There were 
numerous shallow tuberculous ulcers of the usual type over the 
whole bladder. The latter were curetted and their bases touched 
with pure phenol. The elevated surfaces of the soft growths 
were covered with a grayish, diphthertic-like pellicle. All of the 
tumors were removed with rongeurs and their bases curetted and 
cauterized with phenol. Examination of the débris of these 
granulomata showed abundant tubercle bacilli. In order to get at 
the intra-urethral growth I had to button-hole the perineum. 
The hemorrhage was rather severe, so the bladder was drained 
both supra- and infrapubically. As in the preceding cases, malig- 
nant tuberculous infection took place promptly, and in a very 
characteristic manner. 

April 29, 1907, the wounds having shown no capacity to heal, 
it was thought best to curette out the jelly-like granulations. 
When this was done the cavity of the bladder was found con- 
tracted to the size of a green almond, its walls, rendered bare of 
epithelium in many places by the extensive curettage and cauteri- 
zation, had adhered in all directions, and there were many fibroid 
nodules in them which looked and felt as if they were scars that 
had undergone keloid changes. These adhesions were broken up 
and the cavity enlarged to about the size of an unhulled walnut. 
Daily exposure of these freshened wounds were made to the 
hyperemic influence of a 500-candle power electric lamp, for 
about two weeks, without benefit. Exposure to the concentrated 
sun’s rays, passed through a lens for five minutes each day, was 
then tried with marked benefit, until the weather became unsettled 
and this treatment had to be discontinued. Afterwards for nearly 
two months the abdominal wound received short exposures to the 
X-ray, every second day, but without any marked therapeutic 
effect. He was then put upon tuberculin, the T. R. being used in 
minute doses, controlled by opsonic observations taken every five 
days for two months, and afterwards for six months empirically 
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At the same time he was sent to the seashore at Santa Monica, 
where he spent an hour or more each day with naked abdomen 
and thighs exposed to the direct rays of the sun, remaining in the 
open air in a wheel chair the balance of the day. The improve- 
ment in his general health was very great, his weight advanced 
from 130 to 170 pounds; the condition of his wounds improved, 
but closure did not take place. In January of this year, as the 
limit of improvement under tuberculin appeared to be reached, in 
searching for the organisms of the mixed infection, Dr. Leonard 
found the colon bacillus, Staphylococcus aureus, and the Bacillus 
pyocyaneus. The latter disappeared with the use of the copper 
salts. An autogenous vaccine was prepared of the former, and 
its use commenced. Sinuses in the abdomen and perineum were 
curetted again and cauterized with a 50 per cent. solution of zinc 
chloride; two weeks afterwards both had closed, but both have 
reopened at the time of making this report. 


Treatment of Tuberculosis of the Urinary Tract.—The 
disease is not rare. During the twenty-two years of my 
practice in Los Angeles I have seen much of it, and I am not 
by any means pessimistic in regard to the results of treatment 
in such cases. Many get well. In 1903 I analyzed the his- 
tory and treatment of forty-two cases of tuberculosis of the 
bladder and kidneys, which were carefully examined and held 
under my care for a considerable time; and I have seen a much 
greater number since. The majority of these people were in 
comfortable circumstances, and but one was wretchedly poor. 

It is remarkable how long, in some, the existence of 
urinary frequency and hematuria had been noticed: in one, 
ten years; in two, fifteen years; and in one, fifty years. Dis- 
tinct hereditary tendencies were present in only 7 per cent. of 
these cases. In fifteen there was marked contracture of the 
bladder. Twenty-five were cystoscoped, and in twenty-four 
of these tuberculous ulcers or miliary tubercles were found. 

The cardinal indications for treatment of any case of 
tuberculosis of the urinary organs are: (1) estimation of the 
damage already done; (2) relief of pain and hemorrhage; 
(3) lessening of urinary frequency; (4) prevention of further 
progress of the disease. 
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In no case should dependence be placed upon local treat- 
ment only. Use must be made of such general remedies as 
the personal experiences of many observers have testified to be 
of value. These may be classified as follows: 

Constitutional remedies, such as tuberculin, gaduol, guaia- 
col, creosote; iodine in the form of europhen, iodoform, and 
iodine vasogen; mercury, arsenic, iron, and the bitter tonics. 

Urinary Antiseptics—Hexamethylentetramine, the oils of 
eucalyptus, santal, and wintergreen; salol, aspirin, and sali- 
cylate of soda, borocitrate of magnesia, and boric acid. 

Analgesics.—General; as antipyrine, phenacetin, codeine, 
heroine, and morphine; those acting by being excreted through 
the kidneys, as methylene blue and methyl salicylate; those 
whose action is both local and general, used ordinarily in the 
form of suppositories, as nirvanin, antipyrine, heroine, iodo- 
form, ichthyol, and extract of opium with belladonna. 

A diet as liberal as the circumstances of the individual 
will allow; outdoor exercise in the sunshine if possible; free- 
dom from sexual excitement; the use of flannel abdominal 
bandages; and the wearing of fine woollen or knit under- 
garments like those made by Phister or Deimel, are essentials 
in the treatment. 

The happy effects of iodine are often as noticeable in 
securing the cure of localized tubercular lesions as they are in 
syphilis, and I think this drug the best for the constitutional 
treatment of tuberculosis. 

Practical trial has given me faith in the use of europhen 
by inunction as recommended by Lawrence Flick (Medical 
News, Sept. 2, 1899). Ten per cent. iodine vasogen used in 
a similar manner possesses distinct value. 

Four to eight cubic centimetres of guaiacol mixed with 
olive oil in the proportion of 1:7 rubbed into the abdomen 
over the bladder once a day, has seemed to me ta be beneficial, 
but its odor practically bars the individual treated from asso- 
ciation with his fellows. Guaiacol preparations known as 
duotal, fagusol, and benzozol, in 0.3 doses three times a 
day, act as tonics and urinary antiseptics. Theoretically, cod 
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liver oil should be of value in the treatment of tuberculosis 
of the bladder. I sometimes use it, scented with rose or 
violet, by massage after the bath. I abandoned its use by the 
stomach many years ago in the treatment of consumption, and 
substituted its active principle, gadol, which I give in the form 
of Merck’s Elixir. It is a most useful general tonic in uro- 
genital tuberculosis. 

I am sure that the cautious use of mercury, by the mouth, 
or in the form of the unguentum hydrargyri colloidalis by 
inunction, or by intramuscular injections of salicylate of 
mercury, is sometimes of assistance in obtaining a cure of 
urogenital tuberculosis. 

Urinary antiseptics are of value in combating the bac- 
teriuria which is invariably present, and may also help to allay 
the infective inflammation. The choice of which to use 
should be governed by circumstances. Care should be taken 
to so regulate their doses that they do not act as irritants. 

Analgesics become necessary to alleviate the pain and 
cystospasm. I always avoid the use of morphine so long as 
it is possible. Codeine in full doses, repeated as necessary, 
will usually be sufficient. Of the coal-tar preparations, com- 
pounds of acetanilid, phenacetin, and phenalgin are the best. 
Phenocoll in capsules of 0.3 once a day is even more useful. 
The crystallized alkaloid hyoscyamine is also of value. 

I do not know how methylene blue acts, but it certainly 
has a calmative influence upon the cystospasm present in many 
cases of tuberculosis of the trigone. It is not necessary to 
give large doses. Such quantities as are usually prescribed 
are sure to disturb digestion and are apt eventually to irritate 
the urinary organs. I find that 0.015 three times a day, 
between meals, is all that is necessary to insure full therapeutic 
effects, and that this dose may be continued for many months. 

The use of suppositories, vaginal in the female, rectal in 
the male, to allay pain is frequently necessary. A formula 
which I have found very useful for this purpose is, codeine 
sulphate, .03; heroine, .o1; antipyrine, .6; cocoa butter, 1.4. 
This may be used every eight hours. Nirvanin, 0.3; anti- 
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pyrine, .3; and cocoa butter, 1.4, is another useful formula. 
When these do not suffice, either opium or morphine must be 
resorted to. 

Where direct application can be made through a cysto- 
scope, the mitigated silver nitrate stick fused on a silver probe 
and bored into the ulcers after previous cocainization, as is 
done in lupus nodules, is curative at times. 

Instillations of small quantities of solutions of sublimate 
into the bladder, after the method of Guyon, has given me 
excellent results. These seem better than those reported by 
Guyon and Casper, but this I attribute to my making these 
instillations daily and habitually using the solutions much 
weaker than others recommend them, rarely having the 
strength greater than 1: 7000; for sublimate in very weak 
solutions, I : 100,000, has noticeable irritative properties when 
used for irrigations by the Janet method, and I have seen very 
violent reactions follow instillations of 1-3 c.c. of I: 15,000 
solutions of this salt. 

No solution should ever be used in a tuberculous bladder so 
strong as to cause a painful reaction, or so plentiful as to 
distend the organ to its full capacity. 

It is very easy within the first two weeks to tell whether 
these instillations will be of benefit. They usually lessen and 
sometimes cause entire cessation of the pain, and diminish the 
frequency of urination very promptly. It certainly seems re- 
markable that a few drops of a mild solution of sublimate let 
trickle slowly into an empty bladder should so profoundly 
affect a pathological process which is often chiefly situated 
beneath the mucous membrane. Its action is contrary to what 
might be expected from laboratory experiments, but the results 
are so uniform that it must be more than fancy upon the part 
of those of us who have observed them. 

Nearly all of these cases are ones of mixed infection. 
Without the pus cocci there is not so much vesical irritability ; 
and it may be that sublimate acts by inhibiting the growth of 
these organisms, thus lessening the irritating influences of the 
infective cystitis. Or there is a possibility that this diluted 
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mercurial, directly inhibits the rapid growth of the tubercle 
bacilli in the immediate neighborhood of its application. 

The treatment of tubercular cystitis is so different from 
that of pus infection of traumatic or gonorrhceal origin that 
great care must be exercised wherever tuberculosis is sus- 
pected, or where the cystic symptoms do not yield or become 
worse under ordinary treatment. A thorough search of the 
other organs of the body, repeated microscopic examinations 
of the urine for tubercle bacilli, and frequently cystoscopy, 
with possibly ureteral catheterization, may be necessary to 
establish a differential diagnosis. 

Care should always be taken to avoid a traumatism or 
added infection in these local examinations, for by the open 
door of such a traumatism the tubercle bacillus may enter from 
the blood and find a work-shop. 

It is to be remembered that a pyelitis often causes excessive 
cystospasm, frequency, and bloody and purulent urine; and 
such a pyelitis is not necessarily of tuberculous origin. Where 
a mixed infection is evidently present and the services of a 
competent pathologist can be obtained, it is best to have the 
predominating organisms isolated by culture, and an auto- 
genous vaccine prepared and used together with minute doses 
of tuberculin. 

I have seen many striking illustrations of the harmfulness 
caused by the use of tuberculin in too great and too frequent 
injections; yet I cannot praise too highly its value as an as- 
sistant in effecting a cure when used intelligently. An opsonic 
control is desirable until one gets the patient’s gait, so to speak. 
But the chief factor is to commence with a dose that does not 
cause a perceptible clinical reaction in the diseased tissues ; and 
while the dose may be gradually increased it should never be 
great enough to cause chill, increase of temperature, or depres- 
sion. We find that of the T. R. 0.0003 milligramme is suffi- 
cient as a commencing dose, and we never give a greater dose 
than 0.001 milligramme. The intervals of administration are 
usually four to five days. 

A bladder the walls of which have become infected by 
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tuberculosis always has its capacity reduced, but they are not 
all small bladders, and very many of them are not thick walled. 
Casper warns against unnecessary cystoscoping of such 
bladders. I should not advise a novice in cystoscopy to prac- 
tice the art upon a tuberculous bladder merely for the sake of 
acquiring experience. By the use of 30 to 60 cc. of a 5 
per cent. solution of nirvanin, or a 2 per cent. solution of 
cocaine in a 10 per cent. solution of antipyrine, or a 5 per cent. 
solution of novocain, as a local anesthetic, the injection of 
0.06 of tropococaine into the spinal canal, or in chloroform 
or ether narcosis, one who is familiar with the use of the 
instrument may conduct such an operation and gain much 
valuable information without detriment to the sick person, 
if the bladder will hold go c.c. without spasmodic contraction, 
if there is no involvement of the posterior urethra, and if 
scrupulous cleanliness and gentleness are observed. Indeed, 
such examinations may act by suggestion and thus become a 
curative agent, as two of my cases would seem to indicate; or 
the prolonged exposure to the electric light rays may do good, 
for I frequently observe marked alleviation of pain and 
frequency follow such cystoscopic examinations in my practice. 

From my experience I must also differ from many who 
deprecate surgical interference in vesical tuberculosis. When 
the distress is great and the cystoscope shows tubercular ulcer- 
ations in a bladder that will hold 100 c.c. or more under 
anesthesia, after a reasonable trial of constitutional treatment, 
urinary antiseptics, and instillations of sublimate without 
benefit, I do not hesitate to interfere surgically. 

If the type of the disturbance is the elevated granuloma 
described in the cases reported in detail in this paper, no 
further interference than that required for the gentle removal 
of the lesions is advisable; but, aside from this class of cases, 
the interference must surgically be thorough and complete in 
order to succeed. I attribute much of the benefit of curettage 
of tuberculous lesions to the destruction of the foci by the 
inflammatory changes set up. Tubercles, wherever found, 
must be dealt with mercilessly or let alone. I have had no 

















TUBERCULOSIS OF BLADDER. 795 


experience in the curettage of bladders through the urethra, 
for my practice is greater with males, and my female patients 
have, with one exception, either been cured or so greatly 
alleviated that surgical interference was not necessary. 

Suprapubic section should be done. The bladder should 
be dried and then explored by aid of electric light. The most 
satisfactory instrument for this is the Bransford—Lewis female 
cystoscope, with which one can view all portions of the bladder 
easily ; the concave face of the instrument acts as an excellent 
retractor for the bladder wall. If the ulcers are few in number 
and favorably situated, they may be fished up with tenaculi, 
assisted by the pressure of the hand of an assistant within the 
rectum, curetted, excised, and the edges of the wound brought 
together with fine catgut. If, as is usually the case, the ulcers 
are numerous and small, or the lesions be chiefly miliary, or the 
tubercles few but disseminated in a sodden and gelatinous 
mucous membrane, very rough curettage of the entire mucous 
surface should be practised with very sharp curettes. The 
dermal curettes of Prince Morrow, and the Volkmann curettes 
made by Colin of Paris, are useful for this work. In most in- 
stances it is best to thoroughly dilate the vesical neck and the 
prostatic urethra with uterine or Kollman’s curved urethral 
dilators, so as to avoid subsequent tenesmus. ‘The primary 
hemorrhage is readily stilled by hot normal salt solution. The 
bases of all such ulcers, after curetting, should be touched with 
a 50 per cent. solution of zinc chloride, or pure lactic acid, 
used on fine swabs, or by fine Paquelin or electric points 
through a caisson. 

During the first twenty-four hours, the bladder should be 
irrigated every hour with hot normal salt solution or continu- 
ously by the drop method, and adrenalin chloride given as a 
stimulant and styptic if necessary. Subsequent treatment 
should consist of suprapubic drainage by means of the De 
Pezzer tubes and a washing of the bladder once or twice daily 
with a warm solution of sublimate, 1: 100,000, introduced 
through the urethra by a catheter. This treatment should be 
continued until the urine becomes clear, which will be in from 
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two to six weeks. Medicinal and hygienic measures the value 
of which has been shown as adjuncts should not be omitted 
during this time. 

Where the tuberculous process has invaded the whole blad- 
der structure, and where there is a thick, contracted, brittle 
bladder, that will not hold more than 20 to 50 c.c. under deep 
anesthesia, surgical interference may be tried as a last re- 
source, but it will probably not prove beneficial. If the 
tuberculosis is descending from the kidney and only one 
kidney is involved the removal of the organ is necessary to 
quiet the cystitis, and the ulcerations will then usually heal. 

It is interesting to know how tubercular infection of the 
bladder takes place and what the lesions look like. It is 
impossible ever to say certainly that a tuberculosis of the 
bladder is primary; but as tuberculosis occurs in isolated 
colonies in bone, muscle, skin, and other parts, so just as 
certainly it occurs alone, at times, in the bladder. In all cases 
that have been reported by me as primary, there were no 
symptoms pointing to the invasion of other organs. 

A great deal of ingenuity has been spent in the endeavor to 
determine whether the process is ascending or descending, 
whether the invasion is by the peritoneal route through the 
intestine, or primary by the vesical blood supply. I believe 
that in most instances these tubercular lesions arise by the 
deposit of the bacilli by the blood current on or in traumatic 
centres. 

It is sometimes exceedingly difficult, and occasionally im- 
possible, in cases of tubercular lesions to ascertain their 
chronological order. “ The disease begins by formation of 
gray miliary nodules, colonies of tubercle bacilli, which pro- 
duce chronic inflammation, with certain retrograde tissue meta- 
morphoses, which are characteristic.” These give rise usually 
to multiple ulcers which tend to coalesce and sometimes reach 
considerable size, as large as half a dollar or even a dollar. 
They may be punched out with undermined edges, or raised 
above the level of the bladder wall and covered with a coating, 
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grayish or buck-skin colored, of fibrinous exudate, which 
contains tubercle bacilli. 

They evince when in clumps a tendency to form circles, 
and the single ulcers are often circular or ovoid; but whatever 
their shape they have a whitish yellow margin surrounded by 
a narrow vascular zone. Radiating from the caseating 
tubercles one often sees small blood-vessels like a spider’s web, 
giving a telangiectatic appearance to the mucous membrane 
surrounding them and the subsequent ulcers, and frequently 
minute hemorrhages appear in the centre of these lupoid 
nodules. 

Outside of the line of ulceration, miliary tubercles are 
sometimes seen shining clear, through the pinkish-yellow 
vesical mucous membrane. In one case I observed a ring of 
them extending around an ulcer, giving it the appearance of 
a ruby set within a circle of small pearls. 

The mucous membrane about a miliary formation is ab- 
normally vascular; and in that portion of the fundus which 
might be described as the anterior part of the trigone, and 
within and upon the mucous membrane lying about the 
bladder neck, posteriorly and immediately adjacent thereto, 
there is often a reddish moss-like condition to be seen cysto- 
scopically. Then again we sometimes see the image of a 
cloudy swelling, or a gelatinous appearance which is analagous 
to that found in some cases of lupus, where, preceding ulcera- 
tion, the skin is swollen and purple, and the capillaries enlarged, 
and the nodules difficult to detect. In one of my cases of 
tuberculosis of the renal cortex, before pus appeared in the 
urine, there was atrocious pain upon standing or walking, 
referred to the bladder base, and increased urinary frequency, 
with painful priapism. The cystoscope showed moss-like 
capillaries, irregularly distributed about the vesical neck and 
in the trigone, the ureteral pillar of the distressed side being 
swollen, and the membrane over it had the appearance of 
having had powdered paprica sprinkled over it, most minute 
hemorrhage without ulceration. This was probably the 
ptomainic irritation referred to by some authors. It was 
followed later by miliary tubercles and ulcers. 
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In what proportion of cases can the tubercle bacillus be 
detected? In tuberculosis of the bladder, tubercle bacilli are 
not always present and their detection is often very difficult. 
In my experience they were found in less than 50 per cent. of 
the cases. They could not be detected sometimes where the 
character of the disease was perfectly evident, the mucous and 
submucous coats of the bladder riddled with tubercles, or a 
tuberculous kidney or seminal vesicle discharging a continuous 
stream of pus and caseous débris into the bladder. Again 
they were found where the lesions were very slight and the 
character of the disease could hardly be suspected. Their 
detection in the urine may give rise to error, for it does not 
locate the anatomical seat of the lesion. 

I believe that urinary tuberculosis may remain stationary 
for a long time, that is in a latent condition, and that spon- 
taneous cure sometimes takes place by encapsulation. Cal- 
careous changes in tubercular nodules in the vesical walls have 
never been observed by me, but this process is possible, and 
it is not improbable that it is sometimes the origin of stones 
found embedded in the bladder wall. 

For diagnosis, we depend usually upon the cardinal symp- 
toms of frequent and painful urination, with the presence of 
blood, pus, and tubercle bacilli in the urine, and a lessened 
bladder capacity. Yet all of these symptoms without the 
tubercle bacillus would not give a positive assurance of tuber- 
culosis of the urinary tract; nor does the absence of tubercle 
bacilli give any assurance that the case is not one of urinary 
tuberculosis. But we have at our hand the ocular inspection 
of the urethra by the electric endoscope and of the bladder by 
the cystoscope. I depend, where there is any doubt, upon this 
cystoscopic examination; and though it is not always satis- 
factory, it will commonly give positive proof of the presence 
or absence of vesical tuberculosis, and usually also, to one 
expert in the reading of the condition of the ureteral mouths, 
a like assurance with relation to the condition of the kidneys 
and ureters. 

A remarkable thing is that one so rarely sees in vesical 
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tuberculosis the common concomitants of tuberculosis of other 
internal organs. There is not ordinarily any evening rise of 
temperature, marked emaciation, night sweats, or loss of 
strength, unless at the same time there is pus confined in the 
kidneys, prostate, or the seminal vesicles. 

How many we be sure of a cure in any given case? The 
cures are always open to suspicion as to their permanency. 
They are rather to be esteemed as apparent cures. I have 
chosen this word purposely, to indicate that the individual 
who has once been the subject of tuberculosis is always there- 
after a suspect ; though I firmly believe that the local recurrence 
of tuberculosis after an apparent cure, after a long period in 
which all symptoms have disappeared and no ocular or other 
signs of its presence may be noticed, is not to be looked upon 
as a lack of cure in the first instance, but rather as a fresh 
growth, in soil peculiarly adapted for its propagation. You 
may destroy all the roots and seeds of a weed, but you do not 
destroy the soil in which some other seed of the same kind of 
plant at some future time may be deposited ; and the soil being 
favorable to their growth, a development of the plant is not 
to be looked upon as arising out of lack of destruction of the 
former weed, but rather as a fresh crop derived from another 
source. So it is with tuberculosis recurring, as it is called, 
in any part of the human body, after a long interval of 
absence of detectable disease, 




















THE SURGICAL TREATMENT OF TUBERCULOSIS 
OF THE EPIDIDYMIS AND TESTICLE. 


BY CHARLES GREENE CUMSTON, M.D., 
OF BOSTON, MASS. 


DurinG the past few years the treatment of tuberculosis 
of the seminal gland and its adnexa has given rise to much 
discussion. In 1899, the Surgical Society of Paris considered 
the question of surgical treatment very fully, while in 1907 
an important paper on epididymectomy was read and discussed 
before the New England Urological Society. In going over 
the reports of these meetings there is one point upon which 
accord seems unanimous, namely, that castration should never 
be resorted to until all other treatment has proved useless. 
Bilateral castration, as is well known, sometimes gives rise 
to very serious mental disturbances. These are not due simply 
to the mental effect on the patient from his knowledge that he 
has lost both seminal glands, but the loss of the genital func- 
tions and sexual impotence are factors of far greater impor- 
tance. Then again the internal secretion of the glands must 
occupy a very prominent place, for it is well known that the 
testicle possesses a function quite independent of the spermatic 
secretion, a function controlling, to a certain extent, the 
organic equilibrium. 

The exact nature of this function is as yet rather obscure, 
but nevertheless it seems undeniable. It is commonly admitted 
that every glandular structure having an external secretion, 
when deprived of its excretory ducts, becomes atrophied, while 
the testicle, on the contrary, when deprived of its excretory 
duct, retains its normal structure and size and shows no evi- 
dence of an atrophic process. A loss of virility has been noted 
following diseases which suppress the functions of the testicle, 
such as the orchitis of mumps or syphilis. Contrary to gonor- 
rheea, tuberculosis is particularly prone to attack the epididy- 
mis and never gives rise to impotence. 
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Another and perhaps more important fact is that patients 
who have been deprived of the excretory ducts of both tes- 
ticles have for all that retained their genital faculties. They 
are sterile but retain their virility whether the solution ot 
continuity of the excretory ducts is pathological, as occurs in 
tuberculosis and gonorrhoea, or of a traumatic or operative 
type, as occurs, for example, in bilateral epididymectomy. 
It is rather difficult to establish a demarcation between the dis- 
turbances produced in the organism from the removal of the 
testicles and those simply arising from the moral effect pro- 
duced by their loss; but in practice this is really of no par- 
ticular import. But there is one point upon which I would 
insist, namely, that if one testicle or even a small portion of 
one gland is left, the internal secretory functions will continue. 
It is for this reason that many surgeons have advised early 
castration in cases of unilateral infection; and several years 
ago I was inclined to coincide in this view, as will be seen by 
my paper published in the American Journal of Medical 
Science; June, 1904. Although I still believe much of what 
I said therein, I nevertheless must confess that since I have 
adopted epididymectomy, the results obtained have been so 
encouraging that I feel this is the proper surgical procedure 
when the seminal gland itself is not involved in the process, 
a fact which can only be ascertained by first splitting open the 
testicle. If then the latter is found free from disease it is 
sutured and the epididymectomy proceeded with. I must lay 
particular stress upon this exploratory incision of the testicle, 
which I referred to at the New England Urological Society 
a few months ago, when demonstrating some specimens of 
tubercular epididymitides removed surgically. 

Berger has said that the question of castration in tubercu- 
losis of the testicle may arise when only one gland is involved, 
usually in the early part of the process when the lesion in this 
organ can be proven to be the only tubercular manifestation 
in the patient: and he is of the opinion that under these cir- 
cumstances castration represents a radical measure by which 
an isolated focus of tuberculosis may be removed, that, in other 
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words, it is curative. Consequently the partisans of early cas- 
tration resort to this operation even when the epididymis is 
only apparently involved, believing that the testicle is also 
often invaded even when it appears intact; but, as I have 
pointed out, if exploratory incision of the organ is made, the 
question is at once settled. The partisans of castration hope 
by radically doing away with the tuberculous focus they will 
prevent extension of the disease to other viscera, and particu- 
larly the remaining testicle. In defense of their attitude they 
say that in cases where lesions of the prostate and seminal 
vesicles exist, the later undergo regression after castration ; 
while their last argument is that it is useless to preserve a tes- 
ticle which has lost its power of spermatogenesis, this function 
as well as that of the internal secretion being amply fulfilled 
by the remaining testicle, which it is hoped will remain healthy. 
In my paper on castration for tuberculosis already referred to, 
I quoted a number of surgeons who had never seen the remain- 
ing testicle become involved after an early castration of its dis- 
eased fellow, while others say that should the second one 
become involved a conservative treatment can always be 
resorted to. 

Let us now examine the arguments put forward by those 
believing in conservative measures. In the first place they 
state that an early unilateral castration is justified if it could 
surely arrest the progress of the tuberculous lesions and if it 
could positively assure immunity to the remaining organ. 
But this is far from being the case; and no matter how exten- 
sive and complete be the effect of the operation, one can 
never be sure that all the tuberculous lesions have been done 
away with, for they are frequently secondary to lesions of the 
same nature in the lymph-nodes or viscera and are unrecog- 
nized at the time of the operation. It is more than probable, 
I believe, that many patients have lesions of the same nature 
in other organs; and to my way of thinking, if this is the case, 
this very fact takes away all curative and prophylactic value 
of castration. 

It is known that, generally speaking, it is by way of the 
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prostate and seminal vesicles that tuberculosis of the genital 
glands makes its invasion; and no matter how fine the results 
obtained by Berger and others by early unilateral castration, 
it is to be supposed that they have had to deal with a particu- 
larly fortunate series of cases, because numerous are the in- 
stances in which early castration has not prevented the develop- 
ment of the disease in the opposite testicle. It should also be 
pointed out that the warmest partisans of early radical inter- 
ference advise a conservative treatment if the remaining tes- 
ticle becomes in its turn involved, and it may be questioned 
why one should wait for this to occur to put in practice this 
treatment with a greater chance of success, since only one 
testicle remains. This method is not only a dangerous one, 
but it is likewise useless, for the simple reason that the best 
results obtained by it are no better than those derived from 
less radical measures. I believe I can safely say that recur- 
rence after epididymectomy is no more frequent than when 
castration is done, while its influence on the patient’s general 
condition is quite as good and its action on a diseased prostate 
or seminal vesicle quite as marked. 

Operations on the epididymis alone have the same action 
on the regression of prostatic and vesicular lesions as has cas- 
tration, as has been said; and no lesser authority than Delbet 
has said that he has never seen an abscess of the prostate or 
seminal vesicle occur after the conservative operation had been 
done. The rapidity of some postoperative improvements has 
even led him to question whether or not the symptoms con- 
sidered as characteristic of tuberculosis of the prostate and 
seminal vesicles were not in some cases simply due to conges- 
tion of these organs. But in those cases where the tubercu- 
lous lesions of the prostate and vesicles were undeniable, he 
is led to suppose that the virulent products of the tubercles in 
the epididymis constantly spread over the upper spermatic 
tract, and that doing away with these bacterial discharges by 
removal of the epididymis resulted in their cure. 

However this may be, such improvement certainly does 
occur after epididymectomy, and for this reason cannot justify 
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castration. This first point appears to be settled, but there 
is another upon which opinions seem to be in accord and yet 
the conclusions are absolutely in opposition; I refer to acute 
tuberculosis of the testicle. In this form, which at the 
commencement is usually distinctly localized, early castration 
is advised in order to prevent rapid extension and the dangers 
of generalization which are present, all the more so because 
the testicle usually becomes eliminated by purulent disorganiza- 
tion when surgical interference is not resorted to. Now if, 
generally speaking, castration is to be condemned in cases 
where the lesions of chronic tuberculosis are beginning, if on 
the other hand radical operation is a necessary evil in acute 
tuberculosis and in certain hopeless cases, there are cases of 
medium intensity in which the testicle itself is markedly in- 
volved and for which many surgeons advise castration. I 
shall refer to this question later on. 

Tuberculosis of the epididymis, with or without involve- 
ment of the seminal gland, is a distinct type of local tubercu- 
losis ; and if in a number of cases it occurs in subjects who are 
otherwise tuberculous, there are also numerous instances where 
the patient is attacked in a state of perfect general health 
and may probably never present any other tuberculous lesion, 
at least none that is clinically appreciable. The researches 
carried out by Reclus, which are both pathological and clinical, 
have led to the following conclusions. In 50 per cent. of the 
cases the lungs were not involved clinically. The results of 
the autopsies were somewhat different, because in only 33 
per cent. the lungs were not involved ; and the same conclusions 
are to be found in Villard’s statistics, which show that the 
testicle alone was involved in 30 per cent. of patients autopsied. 
From this it will be seen that the dictum that tuberculosis of 
the testicle will sooner or later extend to the other organs is 
not by any means absolute. In point of fact, in many cases 
genital tuberculosis develops and runs through its clinical 
course without involving any other organ, while it frequently 
presents a tendency to spontaneous cure, this being the result 
of the defensive reaction of the tissues. From this it may be 
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concluded that surgical treatment has its indications and will 
very frequently give very excellent results. 


A man 35 years old, in otherwise apparent good health, 
developed tuberculosis of the left epididymis about seven years 
ago. Castration was done early in the process by a Boston 
surgeon. Five years afterward he developed the process in the 
right epididymis. There was no apparent lesion of the prostate 
or vesicles by rectal examination or symptomatically. I saw the 
patient in consultation about six weeks after the commencement 
of the process in the right epididymis and operated a few days 
later. Exploratory incision of the testicle showed that it was 
normal. Epididymectomy was done, the organ being filled with 
pus and about the size of the little finger. It is now two years 
since this was done, the patient is in excellent condition and 
has his testicle. 


Much discussion has been given to the question as to how 
the bacillus reaches the testicle; and leaving aside those cases 
in children where the infection is directly transmitted from the 
peritoneum to the vaginalis by way of a patent vaginoperi- 
toneal canal, and on the other hand rejecting the theory of 
ascending infection by way of the urethra, it may be admitted 
that in the adult tuberculous infection of the testicle is either 
transmitted by a descending epithelial infection or by way of 
the blood. It seems to be an acknowledged fact that the tes- 
ticle may be invaded by the extension of tuberculous lesions 
in the kidney or bladder, in which case the bacillus follows 
the course of the urine and then descends that of the sperm. 
In tuberculous cystitis it is still an open question whether 
or not latent prostatic lesions are the first to appear; but in 
the majority of cases it is by way of the blood that the infec- 
tion occurs, whether it attains directly the testicle itself, or, 
as is more generally admitted, it in the first place invades the 
prostate, and the testicle secondarily by the vas deferens. 
Thus is explained why the epididymis is always involved be- 
fore the testicle; and the importance of this pathologic notion 
from the therapeutic standpoint is easily conceived, because an 
early interference will reveal lesions localized to the epididy- 
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mis only, and its removal may be resorted to without touching 
the testicle. 

The tuberculous lesions arising in the testicle of the adult 
commence always in the epididymis, and Reclus’s statistics 
are conclusive in this respect, because in numerous cases he 
only once found the lesions limited to the testicle. Now, if 
the epididymis is the first involved, it nevertheless must not 
be forgotten that the infection does not remain localized to this 
structure, and very often the testicle is involved at the same 
time, as will be seen by the following figures given by Reclus ; 
out of sixty-eight autopsies both the epididymis and testicle 
were involved in forty-eight subjects, the epididymis alone in 
twenty. Thus in about two-thirds the testicle and epididymis 
were simultaneously involved. 

If now we consider the clinical aspect, the proportion will 
be found reversed, because in only about 33 per cent. of 
patients did the testicle appear involved. This is easily ex- 
plained from the fact that in the epididymis the tuberculous 
infection presents itself from the very commencement in the 
form of caseous masses which are easily palpated, while in the 
testicle only granulations arise which do not change the ana- 
tomical condition of the organ when palpated. If caseous 
masses do exist they are usually found in the body of High- 
more, adherent to the epididymis, from which it is impossible 
to differentiate them. From the practical standpoint the 
impossibility of making this distinction is of no value. 

From the clinical point of view the disease may appear 
in two very different aspects: in the first, which corresponds 
to the period of development of the tubercles, a swelling 
formed by one or several hard foci is felt, while more or less 
pain is elicited by pressure. In other cases the entire epididy- 
mis is involved and may reach two or three times its normal 
size, while the seminal gland itself is normal to the feel and 
not enlarged. 

The functional disturbances, usually absent, are those symp- 
toms arising in the bladder and prostate, these being frequent 
desire to urinate, a mild degree of vesical tenesmus, slight 
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hematuria, a seropurulent urethral secretion, etc. These 
symptoms would seem to indicate an early participation of the 
prostate in the infection, and in point of fact, if rectal exam- 
ination is made at this time one will usually encounter tuber- 
culous nodules in the prostate and seminal vesicles. But dur- 
ing all this time the tissues subjacent to the testicle present 
no changes; the skin is normal in color, movable over the 
testicle; and only a slight hydrocele occasionally indicates a 
reaction in the vaginalis. 

On the contrary, when the lesions are to end in suppura- 
tion, pain will be complained of and characteristic local symp- 
toms will be observed. At some point in the scrotum, usually 
on its posterior aspect, that is to say, where it is in direct 
relationship to the epididymis, the envelopes of the testicle 
will be found to have lost their normal mobility on account 
of the adhesions with the gland; the skin becomes reddened ; 
and a point of fluctuation will be found, this finally opening 
and giving exit to caseous material. A fistula then results, 
giving exit to a certain amount of secretion for an indefinite 
period, sometimes momentarily closing up, only to open later. 
In some fortunate cases it will end by closing for good, leaving 
behind a cicatrix, adhering or not to the testicle by a fibrous 
cord. But one thing to be particularly remembered is that 
very frequently, in spite of several fistule and the persistency 
of suppuration, the lesions may nevertheless remain localized 
to the epididymis. A number of such cases, including one of 
my own, prove this, where after more than a year of suppura- 
tion the epididymis was found alone involved and the testicle 
itself healthy. 


The patient, thirty-three years of age, was referred to me 
for two fistulz on the right side of the scrotum. The testicle on 
this side had been enlarged for four months; then an abscess 
formed, which opened, after which the fistulez remained. Several 
months later another abscess formed, this being incised by his 
physician. The fistulze continued to secrete a certain amount of 
tuberculous matter. When the patient came under observation 
the right side of the scrotum was red, and posteriorly two fistu- 
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lous openings were found. By palpation the right testicle was 
with difficulty made out from the epididymis; the latter was 
very much enlarged and painful on pressure. The vas deferens 
was slightly enlarged and hard to the feel. The prostate did 
not appear enlarged, its surface was regular, and no pain could 
be elicited on pressure. In other respects the patient’s health 
was perfect, arid several days later epididymectomy was done 
with free removal of the vas, and at the operation the testicle 
itself was proven to be absolutely normal by an exploratory in- 
cision. The patient made an excellent recovery and was perfectly 
free from any trouble nine months after the operation. 


In tuberculosis of the epididymis one can be extremely 
radical in all operative interference, because the organ simply 
represents a single tube rolled up on itself; and as far as ex- 
cretion of the sperm is concerned, it has lost this function from 
the fact that its lumen has become permanently obliterated 
by the tuberculous process. Therefore, the removal of the 
entire organ will in no way change the condition of affairs 
from what it was before the interference. This statement 
applies equally well to bilateral epididymectomy. This means 
that, although I now reject early castration for the reasons 
already given, I do not believe that it is necessary to hold to 
merely a general treatment as some writers advise, when the 
lesions have not gone on to suppuration. In many instances 
this treatment will cause a regression of the lesions, but one 
should not lose sight of the numerous cases where the process 
has a tendency to extend when an insignificant operation might 
have been quite sufficient completely to control the situation. 

Many methods for destroying the epididymis have been 
advocated in the past, but to my way of thinking clean and 
decent surgery in case of the epididymis as with salpingitis 
resides in complete enucleation. And in point of fact a 
tuberculous epididymis is in reality a miniature pus-tube. 
Therefore, I will limit my remarks here to the technic of 
epididymectomy as I perform it. The incision should be 
made on the anterior aspect of the scrotum to the extent of two 
or three inches, and should include all the structures of the 
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scrotum, comprising the vaginalis, so that the testicle is at 
once freely exposed. Next the testicle itself is split open 
and thoroughly examined, and if found healthy it is sutured 
with fine catgut, not chromicized, and the removal of the 
epididymis is then proceeded with. The separation of the 
epididymis should be begun at its tail, and all that is necessary 
is to incise the vaginalis both inwardly and outwardly in order 
to decorticate the organ from the testicle. A little further 
up the fold is cut which unites the middle portion of this organ 
to the posterior superior border of the testicle. The vas 
deferens is cut, but care must be taken in doing this not to 
injure the internal branch of the spermatic artery, which 
reaches the testicle at this point. Consequently, one should 
nick the vaginalis at the internal aspect of the head of the 
epididymis, and then, the vas deferens having been cut, the 
epididymis is drawn upwards and simply peeled off from the 
vascular mass. When this is done the epididymis is simply 
retained by a few small vessels, the vas deferens, and cellular 
tissue ; and a ligature having been applied to this mass a stroke 
of the scissors completely frees the organ. Any bleeding 
should be controlled, and after this a small cigarette drain in 
contact with the testicle is inserted and the scrotal incision 
closed. The drain may be removed at the end of two days. 
This technic is proper when the epididymis alone is in- 
volved ; and even in certain cases where the lesions involve only 
a portion of the epididymis, partial resection of the organ 
may be resorted to, but I do not advise this, believing, for the 
reasons given above, that total epididymectomy is the only 
proper procedure. Certain surgeons have endeavored to form 
an anastomosis between the vas deferens and the testicle after 
epididymectomy ; and those desirous of more ample detail on 
this subject I would refer to my paper on “ Castration for 
Tuberculosis of the Testicle,” to which I have already referred. 
Now, if the body of Highmore looks suspicious after the 
epididymis has been removed it should also be excised. If the 
vas deferens shows evidence of disease it is absolutely neces- 
sary to resect it as far up as possible; and as it may be fol- 
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lowed down into the peritoneal cavity for a considerable dis- 
tance by means of an operation that I devised a number of 
years ago for the radical cure of malignant disease of the 
testicle, and as this technic seems to me the best that has been 
so far offered, I would refer those desirous of knowing the 
steps of this interference to Casper’s “ Text Book” (Ameri- 
can Edition), Binnie’s ‘“‘ Manual of Surgery,” in which it is 
described, or to my original paper, which appeared in Ameri- 
can Medicine, April 18, 1903. 

In those cases where the epididymis is adherent to the pos- 
terior aspect of the scrotum, or if an abscess has opened in 
this region, the organ should be reached at this point instead 
of by an anterior incision. If necessary, the diseased skin 
and structures may be resected, the fistulze likewise excised 
freely, in order to avoid dissemination of the infection during 
epididymectomy. 

The conservative operation of epididymectomy for tuber- 
culosis has given so far a really large number of both success- 
ful and permanent results, but I would now consider the cir- 
cumstances which would force one to resort to the more radical 
operation of castration. In the first place an indication for 
castration would be a failure to cure the process by epididy- 
mectomy. Curettage and cauterization in cases of recurrence 
may be resorted to; but if these fail to control the process, if 
fistulze persist, the testicle must be sacrificed in order to do 
away with the prolonged suppuration. It is useless to en- 
deavor to preserve the seminal gland in these cases, and the 
earlier the radical interference is undertaken the better it will 
be for the patient’s general health. I also believe that castra- 
tion is absolutely indicated in patients who present advanced 
pulmonary lesions, because the local lesions in the genital 
apparatus will have no tendency to disappear after a conserva- 
tive operation and these subjects cannot stand the debilitating 
effects of a prolonged suppurating process. However, I would 
point out that if the patient is well to do and can live in 
Colorado or other resort, an unexpected cure may sometimes 
be obtained without operation, but recovery from a genital 
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tuberculous infection can never be surely counted on from 
climatic treatment, and therefore in most instances operation 
is advisable. 

I would like to say here a few words relative to the acute 
type of tuberculosis of the epididymis and testicle. Its char- 
acteristic is the intensity of the symptoms presented at the 
commencement of the process. Ina very few days the testicle 
becomes the seat of extreme pain, while at the same time a 
tumefaction appears. Palpation shows that this tumefaction 
has a perfectly smooth surface and involves the epididymis 
particularly; the testicle can be made out separately, at least 
at the commencement. This however is not absolutely true of 
all cases, because both organs may be equally involved, form- 
ing a single mass, and careful palpation will not enable one to 
distinguish between the epididymis and the seminal gland. 
The tumefaction may become very considerable, while a certain 
amount of hydrocele, redness, and cedema of the scrotum indi- 
cate the participation of the vaginalis and skin in the process. 
There is a local elevation of the temperature, likewise elevation 
of the general temperature. 

But what is to be particularly noted is that in the acute 
form the prostate and seminal vesicles remain uninvolved in 
the beginning of the process. After a few days of the acute 
symptoms a period of remission occurs. The general symp- 
toms disappear and the affection can then in no way be differ- 
entiated from the ordinary type other than by the rapidity 
with which the tuberculous lesions made their appearance and 
progress. Within a few days or a few weeks suppuration 
will invariably occur, the pus burrowing outwards and giving 
rise to interminable fistulae, which give exit to the disinte- 
grated testicular tissues. The general condition of the patient 
is quickly affected by the suppuration; and at about this time 
prostatic and vesicular lesions denote that the infection, which 
was in the first place localized, has extended beyond its primary 
limits. 

In the treatment of these acute cases a conservative opera- 
tion is absolutely out of the question, and castration is fully 
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indicated at the earliest possible moment. I have referred to 
my technic of castration, which is a very radical one; and in 
closing this paper I will quote from my article already men- 
tioned on “ Castration for Tuberculosis of the Testicle.” 

“ Von Bungner has pointed out a fact which is well known, 
that the spermatic cord is often diseased without presenting 
much evident infection at the time of operation. From this 
arises the danger that the diseased parts which are left behind 
in the cord will act as disseminating foci for further tuber- 
culous infection; and, in order to avoid this danger, he recom- 
mended a new method which he termed castration with evul- 
sion of the spermatic cord. As in castration, the spermatic 
cord is separated from the vessels and its surrounding cover- 
ings, the vessels are tied off below the external inguinal ring, 
and then the isolated vas deferens is slowly but steadily pulled 
upon until it breaks. The piece of vas is removed along 
with the diseased testicle and epididymis. In his operations, 
von Bungner was able to extract about four-fifths of the 
spermatic cord by his method of evulsion, and, according to 
his statistics, he obtained a cure in 50 per cent. of his cases. 

“Tt is quite evident that removal of the vas deferens should 
be undertaken as far as possible in every case of castration, 
especially when it is evidently diseased, but the method of 
evulsion is certainly not devoid of danger. Lauenstein and 
Helferich pointed out the danger of the occurrence of hemor- 
rhage in the pelvic tissue from the traction exercised on the 
vessels accompanying the spermatic cord. The first-mentioned 
authority performed castration with evulsion of the vas in 
thirteen cases and in several succeeded in removing quite 
large portions of the cord with much benefit to the patient, 
but in two instances such severe hemorrhage arose that it was 
extremely difficult to control it. Since this time Lauenstein 
only removes as much of the vas deferens as can be pulled 
down without exercising traction upon it. 

“A point which should not be forgotten is that in the 
method of evulsion the peritoneum can easily be torn, and 
with the raw surface of the cord the peritoneal cavity might 
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easily become infected. Consequently the method of evulsion 
is certainly not devoid of danger ; and it also should be remem- 
bered that in all probability the diseased spermatic cord will 
rupture at a point where it is infected by the tuberculous 
process on account of lesser resistance. If this be true, and 
there is every apparent reason that it should be so, it would 
naturally scatter tuberculous material, which would be the 
starting point for a new dissemination of the disease. For 
these reasons Schede employs a technic similar to that described 
by Lauenstein, dissecting the spermatic cord up as high as 
possible and then ligating it at a point where it appears to be 
healthy; and, for this purpose, it may be necessary to dissect 
the peritoneum off the cord to a certain extent. It is evident 
that in this operation, as in others, the spermatic cord is not 
always removed beyond the point of disease, and, consequently, 
the affection still remains in the intra-abdominal portion of 
the vas which is left behind.” For this reason it becomes 
evident that the removal of the vas in its intra-abdominal por- 
tion must be accomplished under the direction of the eye, and 
this can be done if my technic for the radical cure of malig- 
nant disease of the testicle be correctly employed. 











REMOVAL OF A GAUZE SPONGE FROM THE 
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THE extreme ease with which foreign bodies, especially 
sponges, gauze pads, artery forceps, etc., are left in an opera- 
tive wound is proven by the large number of cases that have 
been reported in the literature. In recent years the subject 
of foreign bodies left in the abdominal cavity after operation 
has been very carefully studied by Neugebauer of Warsaw, 
who has collected a total of 236 cases from the literature, as 
well as by Schachner of Louisville. 

Foreign bodies left in extraperitoneal wounds have not 
been so carefully studied, probably on account of the less 
serious nature of the lesion. In this paper it is the object to 
discuss only the extraperitoneal cases. 

Such an occurrence is a very undesirable one, and espe- 
cially from a medicolegal point of view, because as a rule the 
foreign body is not found by the operator, as this class of 
patients do not always seek relief from their condition by 
calling on the surgeon who performed the operation, but they 
usually consult a second physician for the relief of their 
symptoms. The latter is the one upon whom so much de- 
pends, as he may be the direct cause of either preventing or 
starting medicolegal proceedings. 

If we consider the number of operations that are performed 
for the relief of inguinal hernia, the case to be cited below is 








* From the Surgical Clinic of Dr. Arthur Dean Bevan, Chicago. 
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to be looked upon as extremely interesting for the following 
reasons: (1) on account of the long period of time (two and 
a half years) during which the sponge remained in such a 
relatively superficial part of the body without producing any 
symptoms; (2) on account of the rare occurrence of this con- 
dition; (3) the ease with which the sponge was removed, 
“this being accomplished without the patient’s knowledge.” 


Case.—J. W., aged 36, entered the Central Free Dispen- 
sary June 10, 1907, giving the following history: Two and one- 
half years ago he was operated upon for a double inguinal hernia. 
The patient states that he was in the hospital for three weeks and 
that there was no suppuration in the wound. Patient has been 
working ever since he left the hospital. Two weeks before his 
admission to the dispensary, he noticed some pain in his scrotum 
on the right side, which was soon followed by a discharge of pus. 

In the upper half of his scrotum in the right side of the raphe, 
were to be seen two swellings, the larger of which were about 
the size of the tip of the little finger. These swellings were red, 
smooth, and glossy, so that the normal scrotal folds were lost. 
Fluctuation elicited in both swellings. Between these two swell- 
ings and about an inch below them was seen a small opening 
which had been discharging. Upon closer examination a shred 
was seen protruding from this opening. By grasping this shred 
with a pair of tissue forceps a long mass of gauze was removed 
from the scrotum. After unfolding this mass of gauze it was seen 
to consist of a long piece measuring 17.5 centimetres and of a 
short piece measuring 6.5 centimetres. A third small fragment 
was also found (Fig. 1). 

The two above-mentioned swellings were opened and a 
small amount of pus discharged from each. The sinus from 
which the gauze was removed was in direct communication with 
the two superficial abscesses above-mentioned. Fortunately the 
gauze was removed without the patient’s knowledge, and he was 
not informed of its having been found in his scrotum. 

At the time of its removal the entire amount of gauze was 
removed in one mass, like a small roll, and it was only after un- 
folding the mass that it was found to consist of three distinct 
pieces of gauze. 
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Inasmuch as the texture of all three pieces of gauze is alike 

it is but reasonable to suppose that the two smaller pieces are a 
part of the larger pieces, which have become separated, either by 
the infection which was present, or by the macerating action of 
the tissue fluids, aided perhaps by leucocytic action. 
"Gauze sponges left in the abdomen have been removed as 
long as two and a half to three years after the original 
laparatomy ; on the other hand, they have produced symptoms 
as early as 24 to 48 hours after operation. It is therefore 
rather interesting to note that a sponge can remain in such a 
superficial area for so long a period of time without producing 
any subjective symptoms. 

In seeking an explanation for the occurrence of this com- 
plication Neugebauer calls attention to the following condi- 
tions, one or more of which may have been present in the 
individual case: poor anesthesia, absence of good light, un- 
favorable position of the patient, operating without the 
regular assistants, deep-seated operations, and the occurrence 
of profuse bleeding. 

The rare occurrence of this condition in connection with 
operations for inguinal hernia may be due to the relatively 
superficial position of the field of operation, as well as to 
the absence of profuse bleeding during the course of the 
cperation. 

As an explanation for the presence of the sponge in this 
case we may consider the following possibilities: (1) During 
the course of the operation, it may for various reasons have 
been packed into the scrotum and then have been entirely 
overlooked. (2) The sponge may have been inserted into 
the wound for purposes of drainage and subsequently it may 
have slipped into the wound where its removal was overlooked. 
(3) It may have been used to control a slight oozing, and 
may not have been seen in position at the time of closure. 
Aiter lying in the inguinal canal for some time it wandered 
down into the scrotum and there produced the local symptoms 
which resulted in its removal. 








Fic. 








from scrotum two and a half years after herniotomy. 


Gauze removed 
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It is a well-known fact that foreign bodies left in the body 
niay wander, which fact is proven by those cases in which 
sponges, artery clamps, etc., have wandered into the lumen 
oi the bowel to be expelled per rectum, or by those cases in 
which the foreign body was removed from the lumen of the 
Lowel by an operation which was called for by the presence of 
symptoms of intestinal obstruction. 

The class of cases in which the foreign body was left in 
an operative wound other than the peritoneal cavity have 
not received as much attention perhaps as they should, and 
on this account I would like to add the following five un- 
published cases. 

Dr. Arthur Dean Bevan has very kindly given me the 
data in the following three cases: 


Case I.—A woman with a large goitre, which had existed for 
a good many years. Within a year marked exophthalmic symp- 
toms developed and it was decided to remove the goitre under 
cocaine anesthesia, as the heart was in very bad shape. The 
operation was an extremely trying one on account of the large 
size of the goitre, the very considerable hemorrhage, and the 
nervous condition of the patient. During the operation some 
‘ gauze was packed deeply in the neck to control some venous 
hemorrhage. The wound was closed with the exception of a 
small cigarette drain in the centre of the Kocher incision which 
had been employed. The woman made a very good recovery and 
her exophthalmic symptoms disappeared very rapidly. A small 
fistula persisted. At the end of six weeks Dr. Bevan wrote her 
physician to enlarge the opening and curette the fistulous tract. 
In doing this he found a gauze sponge which he removed and 
then the fistula closed within a short time. 

Case II.—A very similar case to the first was brought to 
Dr. Bevan’s office. About 18 months before a physician had 
operated upon a young woman of 30 and removed one of the 
lobes of the thyroid in a case of exophthalmic goitre. The 
wound had never healed completely and a fistula persisted and 
recently developed a reddened, swollen area about one and a half 
inches in length and one inch in width. At the upper and 
lower extremities of this swelling there were fistule out of which 
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was coming a dirty, brownish-yellow pus, and the fistule were 
surrounded by flabby granulations. Dr. Bevan suggested to the 
attending physician a possibility that there might be a foreign 
body, either such as a silk ligature or chromic acid catgut, or a 
piece of gauze, as the cause of the trouble. Within a day or two 
the patient brought to this physician’s office a piece of gauze sev- 
eral inches long, which she had pulled out from one of the fistu- 
lous tracts. These are the only two cases that Dr. Bevan has 
ever heard of in which gauze was left in at the time of goitre 
operations. 

Case III.—A man came to the Clinic suffering from a papil- 
loma of the bladder. This was carefully examined with a cysto- 
scope and a suprapubic operation decided upon. This was done 
as an ordinary suprapubic cystotomy, the papilloma being 
removed from within the bladder. A rubber drainage tube 
was left in the bladder and gauze strips packed in the prevesical 
space. The patient made a good recovery. A fistula persisted, 
however, from which there came at intervals some pus. About 
six weeks after the operation, on dressing the wound, the fistula 
was enlarged slightly with a pair of forceps and a gauze strip 
found, eight or ten inches in length. After the removal of the 
gauze the fistula healed completely. 

Case IV.—Dr. Louis E. Schmidt has kindly given me the 
data of the following case, which was admitted to his service 
at the Alexian Brothers’ Hospital, several years ago. The pa- 
tient had been operated upon several years before his admission, 
for an external urethrotomy. Inability to find the proximal end 
of the urethra necessitated the performance of a suprapubic cys- 
totomy with retrograde catheterization. Further details during 
the patient’s stay in the hospital are not known. 

Upon his admission to the hospital the patient complained of 
painful and frequent urination. Cystoscopy shows the presence 
of long incrustations of lime salts swinging to and fro in the 
bladder fluid, leading to a diagnosis of incrustated silk sutures in 
the bladder wall. Operation; suprapubic cystotomy revealed the 
presence of a gauze sponge in the suprapubic space, a few shreds 
of which were lying in the bladder wall and hanging free in the 
bladder cavity. After the removal of the sponge the patient made 
a prompt recovery. 

Case V.—For the data of the following case I am indebted 
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to Dr. F. W. Rohr. A patient who was suffering from an osteo- 
myelitis of the femur was operated upon; the bone was curetted 
and drained. The patient gradually improved and left the hos- 
pital, with the wound still open. At a later period the patient 
again complained of pain in the old wound, for the relief of which 
he entered another hospital, where an ordinary metal probe was 
removed from the wound. 


These cases demonstrate that just as much care should be 
used in keeping an accurate count of small sponges in both 
intra- and extra-peritoneal wounds, as is used in keeping track 
of the large gauze pads used in the abdominal cavity. 
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DurRING the last five years the treatment of osteo- 
myelitis of the long bones has been greatly modified by the 
adoption of the operation of subperiosteal resection.’ The 
principle on which this operation is based is founded on the 
observation that the shaft of a bone may be entirely resected 
subperiosteally and yet be again reproduced by the periosteum 
in so complete a manner as to fulfil the normal function of 
the bone. 

In cases of long-standing osteomyelitis where the bone 
is irregularly diseased, Nichols has shown that much time 
may be saved the patient by a radical removal of all the dis- 
eased part of the shaft, trusting to periosteal regeneration. In 
other words, the time consumed in the healing of a case of 
osteomyelitis treated by old-fashioned methods is sometimes 
far longer than if the shaft of the bone is resected entire 
and a new healthy bone allowed to regenerate. Practically, 
there is an important drawback to this argument, for in certain 
cases the periosteum fails entirely to form new bone. This 
leaves the patient in a condition even worse than before the 
operation. Inthe ANNALS OF SURGERY, 1905, vol. 41, p. 249, 
Thomas W. Huntington of San Francisco reported a case of 
this kind and suggested a most ingenious expedient to over- 
come the difficulty. Dr. Huntington’s suggestion was that 
the shaft of the fibula should be transferred to take the place 
of the shaft of the tibia. He demonstrated that if this were 


* This case was shown on Feb. 3, 1907, at a meeting of the Suffolk 
District Medical Society, Boston, Mass. 

*Dr. E. H. Nichols, of Boston, has published the best paper on this 
subject. See Journal of the American Medical Association, February 3, 
1904. 
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done and good union were obtained between the ends of the 
transplanted shaft and the remaining portions at the ends of 
the tibia, the fibula would hypertrophy to such an extent as to 
become virtually as strong as the former tibia. 

The case which I have to report is in most of its details 
similar to the one reported by Huntington. As far as I know 
no other cases have been reported except one by Dr. James S. 
Stone of Boston, ANNALS OF SURGERY, 1907, vol. 46, p. 648. 
Both Dr. Stone’s case and my case differ slightly in technic 
from the one reported by Huntington, but the suggestion of 
Huntington is the essential part of the operation. 

The following is a brief report of my case. 


Case.—L. H. P.; aged 32; factory hand. In 1883 after a blow 
on the shin just above the ankle an abscess appeared which was 
lanced. This discharged continuously for fourteen years. Pieces 
of bone occasionally came out. In 1897 he was operated on at the 
Maine General Hospital. The discharge ceased for seven years. 
In July, 1904, he had another blow on the leg which was followed 
by an abscess which had not healed. On December 3, 1904, he 
entered the Massachusetts General Hospital. At this time the 
right tibia was much thickened, bowed, and nodular. The skin 
was adherent to the shaft of the tibia and a long ulcer with base 
of necrotic bone existed. On December 7, 1904, the shaft of the 
tibia was resected by Dr. J. C. Warren and the periosteum ap- 
proximated. On March 10, 1905, the patient was discharged 
from the hospital wearing a splint. The bone had not regener- 
ated. On May 6 he returned because of pain and because a sinus 
had opened up. On May 8, 1905, he was again operated on by Dr. 
J. D. Barney, and an attempt made to dissect out the sinus. On 
May 23 he was again discharged with the wound granulating. 
On July 11, 1905, he returned to the hospital on account of the 
persistent sinus. The X-ray showed no regeneration of the 
middle of the shaft. On July 13, 1905, he was again operated 
on by Dr. C. L. Scudder, who dissected out the sinus, removed 
a small fragment of the lower end of the tibia, and did a plastic 
operation on the skin. On August 28, 1905, he was discharged 
with a clean granulating wound. 

On October 2, 1905, he returned again to the hospital much 
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discouraged and desiring amputation. The old wound had not 
healed, the ulceration was indolent and necrotic, and there was no 
sign of regeneration of the shaft of the tibie. Owing to the 
looseness of the upper tibiofibular articulation the leg was wobbly 
and useless. The long disuse had caused a considerable amount 
of stiffening of the ankle and subluxation at the knee joint. In 
other respects the patient was a healthy young man and a good 
subject for operation. Except for the chance of trying Hunting- 
ton’s suggestion, amputation seemed to be the only outlook. I 
am indebted to Dr. F. B. Harrington for the opportunity to oper- 
ate on the patient. 

Operation, October 26, 1905. A curved incision five inches 
in length was made across the leg about four inches below the 
patella down to the lower edge of the upper fragment of the tibia. 
The tip of this fragment was chiselled clean and the fibula cut 
across a little above the same level. By bending the leg outward 
the upper end of the lower fragment of the fibula was forced into 
the place prepared for it in the upper fragment of the tibia. It 
was then forced a little way into the spongy bone and the whole 
leg brought into a straight line. The dead space left at the point 
whence the fibula was transferred was filled with a portion of the 
tibialis anticus muscle. 

To heal the ulceration of the scar tissue at the seat of the 
earlier operations I adopted the following plan, which I have 
found useful in other cases where the cause of the delayed healing 
seemed to be adhesion of the scar tissue to the bone. The scar 
tissue was freely dissected away and a thick flap taken from the 
adjacent healthy part of the leg and sutured over the bone without 
tension. The raw surface left where the flap was removed was 
then immediately covered with skin grafts from the thigh. (Skin 
grafts applied over bone do not heal well and easily break down, 
whereas a thick skin flap containing all the tissue down to the 
fascia gives permanent healthy repair.) 

The whole leg was then put up in plaster. On November 30, 
1905, five weeks after the operation, the patient left the hospital 
with the wounds all healed and fair union between the tibia and 
transplanted fibula. 

The fibula seemed such a slender support that for some months 
I insisted on his using a plaster-of-Paris cast to strengthen it. 
By using crutches and bearing an increasing amount of weight 
on the tiny fibula it was encouraged to hypertrophy. As may 
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be seen by the X-ray, at the end of « year there was no great 
increase, but at the end of three years the strength of the bone 
is more than doubled and is approaching that of a normal tibia. 
The functional value of the leg, without support, was never- 
theless practically normal in less than a year. It is now normal 
except for a slight limp caused by the shortening (one inch), and 
some stiffness of the ankle. It seems perfectly strong, although 


the patient is wisely somewhat careful of subjecting it to severe 
strains. 


I have hesitated to report this case before for fear that 
possibly the good condition of the leg might not prove perma- 
nent, but as it is now over three years since the operation and 
as the strength of the leg has continued to gain, I feel no 
hesitation in recommending this operation for those unfor- 
tunate cases in which subperiosteal resection has been a failure. 
I have another case in which I have done the same operation 
of bone transference, but which is not yet fully united. It 
seems to me that it is important to report these cases whether 
they are successful or not, because in the next decade sub- 
periosteal resection is likely to be a common operation and is 
likely to fail in a considerable percentage of cases. I believe 
there will be many other patients like this one, who will owe 
a debt of gratitude to Dr. Huntington’s ingenious suggestion 
of using the fibula to replace the tibia. 

In Huntington’s case the pronation of the foot necessitated 
the transfer of the lower end of the fibula as well as the upper. 
This was accomplished by a complete cross-section of the 
fibula. Dr. Stone in his case split the lower end of the fibula 
so that an inverted Y-shaped end was made, one arm of which 
was still attached to the old end of the fibula and the other 
was supported on the lower end of the tibia. In my case 
there has been no tendency toward excessive pronation of the 
foot, and as may be seen in the X-ray the lower ends of the 
two bones appear to have become partially united of their own 
accord. The results in all three cases appear to have been 
equally good. It is particularly interesting to see that Hunt- 
ington’s idea that hypertrophy would occur in the transferred 
fibula is a practical fact and not a theorist’s dream, 
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DurincG the 26 clinics 271 operations were performed on 
215 patients, there being 94 operations upon 38 patients. 

Appendicitis —Of the 104 cases of appendicitis, 42 were 
acute. Of these, 23 were males and 19 females. The appen- 
dix, acutely diseased, was removed in 6 patients operated for 
other conditions: one male with cholelithiasis, another male 
with fecal fistula, and four females with various pelvic 
maladies. 

Of these 42 acute cases 10 had abscesses and 8 had fluid 
in the pelvis, whilst from another patient 500 c.c. of liquid 
feeces escaped upon opening the abdominal cavity. Thirteen 
of the 23 non-abscess cases were operated upon in their first 
attack, and 11 of the 19 abscess cases in their first attack. 

In 4 cases the appendix was not searched for, incision into 
the abscess cavity completing the operation. In one case a 
friable appendix was removed piecemeal. 

Drainage was introduced in 24 of the 42 acute cases. The 
character of the drainage varied with the character and amount 
of the exudate: in one patient a cigarette drain was required 
on account of oozing; while in another as much as three pieces 
of gauze and one glass tube, the whole surrounded by rubber 
dam, was required because of associated tubo-ovarian disease. 
A glass tube in the pelvis was inserted in 11, or about one- 
quarter of the cases, while a rubber tube was used only twice. 
Most of the 24 drained cases were satisfactorily treated by 
gauze, variously disposed about the infected area. In the re- 


* Read before the Philadelphia Academy of Surgery, February 1, 19009. 
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maining 18 undrained cases the wound was closed with tier 
suture of iodized catgut, reinforced now and then by through- 
and-through sutures of silkworm gut. 

The 18 leucocyte counts made in the 23 non-abscess cases, 
that is, those in which the disease was strictly intra-appendiceal. 
showed 5 in which the figures ranged from 5,000 to 10,000; 
g from 10,000 to 15,000; 3 from 15,000 to 20,000; and one 
of 21,700. Of the 19 cases with exudate, those in which the 
disease was extra- as well as intraperitoneal, counts made in 
17 showed 8 in which the figures ranged from 10,000 to 
15,000; 7 from 15,000 to 20,000; one of 24,500; and one 
of 32,800. To put these figures another way, of the 18 non- 
abscess cases in which counts were made, 14 were below 
15,000, and 4 were 15,000 or more; and of the 17 cases with 
exudate in which counts were made, 8 were below 15,000, 
and g were 15,000 or more. These figures are strikingly 
similar to those I presented last year. 

As regards the presence or absence of extra-appendiceal 
abscess, both extremes of the count alone are of value, there 
being a large middle class in which the figures range from 
10,000 to 20,000 as often in the non-abscess cases as in the 
cases with exudate. Taking the extremes, we observe that 
below 10,000 there are more cases of minus-pus and plus- 
resistance than of plus-pus and minus-resistance. What few 
counts there are very much above 20,000 almost certainly 
indicate plus-pus and plus-resistance. With regard to resist- 
ance, however, more is learned from the differential leucocyte 
count. 

Microscopic examination in 38 of the 39 cases in which 
the appendix was removed showed acute interstitial in 6, in 
4 of which it was suppurative; acute ulcerative in 7; oblitera- 
tive in 1; chronic with acute exacerbation in 14: chronic inter- 
stitial in 6; and inconspicuous lesions in 4. With regard to 
the case of obliterative appendicitis, it must be remembered 
that in some people the lumen of the appendix is naturally 
obliterated; and it is significant that this patient gave no 
history of any attack preceding the one which brought him 
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to the hospital. The histological diagnosis of “ inconspicuous 
lesions’ expresses doubt in the mind of the pathologist 
whether the disease was present in the organ examined, or, 
if not that, at any rate is mentioned out of courtesy to the 
operator. There were 14 cases diagnosed histologically 
“chronic appendicitis with acute exacerbation ” ; and of these, 
10 were in accord with the clinical history, while not one of 
the remaining 4 gave any history of previous attacks. On 
the other hand, the 6 appendices diagnosed histologically 
“chronic appendicitis ” were all removed from patients either 
in the throes of, or just recovering from, an acute attack, 
and yet no mention of such an attack was made in the labora- 
tory report. The former group of cases, namely, those four 
in which the microscopical findings of chronic appendicitis 
with acute exacerbation were not supported by the clinical his- 
tory of previous attacks, may, as I observed last year, be 
accounted for by latent or masked infections of a very mild 
type. 

Bacteriologically, B. coli communis predominated, but S. 
pyogenes and B. pyocyaneus were also found. 

Careful consideration of these and of the histories of the 
chronic cases to follow shows that many patients who complain 
of dyspepsia or indigestion, constipation, or dysmenorrhcea 
are, in reality, subjects of the appendiceal syndrome. 


The appendiceal history of one patient began two years pre- 
viously, after an attack of enteric fever. The last acute attack 
was apparently the sequel of a mild throat infection. Four days 
previous to admission the patient took to bed with chills, sore 
throat, and aching in legs and arms. Two days later pain was 
felt in the lower abdomen, and was followed by nausea. At opera- 
tion the appendix was acutely diseased at its tip. Last year I 
reported a case of tonsillitis and purulent parotitis which devel- 
oped after the evacuation of an appendiceal abscess. This year a 
patient developed acute tonsillitis four days after operation for 
appendicitis with localized fibrinoplastic peritonitis, and sero- 
fibrinous exudate in the pelvis. In the first case, the infection via 
the throat was probably instrumental in developing the attack of 
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appendicitis. The second and third cases, as well as others I 
have described in the past year, show that the effects of appendi- 
ceal pus may be manifested remote from the right iliac fossa. 

In two patients the acutely inflamed appendix was found to 
be associated with bilateral salpingitis. Another patient, oper- 
ated upon for acute appendicitis, was found to have, in addition, 
hydrops of the gall-bladder caused by blocking of the cystic duct 
by a large stone. Another patient exhibited, in addition to acute 
appendicitis, a dermoid cyst of the right ovary. 

One patient, whose acute attack developed two days before 
the operation, showed, after abdominal section, an acutely in- 
flamed appendix which extended low down into the pelvic cavity, 
where it was surrounded by much cloudy fluid. Five days after 
the operation signs of intestinal obstruction developed ; the second 
operation showed angulation of the ileum in the right side of 
the pelvis, caused by a recent, moderately soft adhesion. A hasty 
convalescence ensued. This is the occurrence of one case of 
acute intestinal obstruction in 42 cases of acute appendicitis, which 
is practically in keeping with our past experience in acute intes- 
tinal obstruction taking place under these circumstances. 


In this series of 42 cases of acute appendicitis, there were 
3 deaths, all from diffuse peritonitis, associated in two cases 
with perforation of the bowel. Two of these patients had had 
their acute attack a week before they were brought to the 
hospital, the third was admitted to the hospital with a fecal 
fistula of three months’ duration, he having been operated 
elsewhere. 

Of the 62 cases of chronic appendicitis, 21 were in males 
and 41 in females. Of the 62 cases 37 were operated upon 
for chronic appendicitis alone, while 25 were operated upon 
additionally for other conditions, such as, in 21, associated 
pelvic disease (which accounts for the predominating number 
of females) ; and in the remaining 4, cholecystitis, cholelithi- 
asis, cancer of the liver, and movable kidney, respectively. 

The number of attacks in the 37 pure, uncomplicated cases 
of chronic appendicitis was: I in 7; 2 in 6; 3 in 3; 4 in 4; § 
in I; 9 in I; 16 in 1; 32 in I; and in 13 there were numerous 
attacks over an extended period of time, a definite number, 
however, not having been stated. 
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The patient who had the greatest number of attacks fur- 
nished a history typical of chronic appendicitis. 


For nine years he had had recurring attacks of abdominal 
pain, about three to four per year. During the six months pre- 
vious to operation, he had six attacks, the last three weeks before. 
The attacks usually began suddenly at night, and the pain was at 
first general abdominal, later localizing in the right iliac fossa. 
He was usually nauseated, but seldom vomited. He was badly 
constipated, his bowels never moving without a laxative. Exam- 
ination showed slight tenderness on deep palpation at McBurney’s 
point. A much thickened and firm appendix was removed from 
behind the cecum, to which it was closely adherent by a short, 
thickened meso-appendix. 

In the complicated cases, it was impossible to differentiate the 
attack of appendicitis from those of the complicating condition, 
so the number of attacks cannot be stated. 


The symptoms complained of in these 37 cases were, in 12, 
sudden, diffuse abdominal cramp, followed by nausea and vom- 
iting and localizing shortly to the right iliac fossa. In 15 
patients the attack began as sudden, severe cramps, or else as 
soreness in the right iliac fossa, with or without chill, nausea, 
or vomiting. Five patients complained most of pain or sore- 
ness in the epigastrium. In 4 cases the complaint was most 
definitely localized, and the remaining case suffered most 
from dyspepsia. Other prominent symptoms were, in 6 cases, 
indigestion ; in 5, constipation; and in 4, dysmenorrhcea. 

One patient gave himself appendicitis by dieting on hard- 
shell crabs, ham and cabbage, and ice cream, belly-ache appear- 
ing half an hour later, and then syncope. Another patient was 
operated upon in the second month of pregnancy. 

In two patients there was a history of traumatism. One 
patient was struck on the abdomen in a railroad accident, 
while the other strained himself, both exhibiting, later, symp- 
toms of appendicitis. 

Tenderness at McBurney’s point was almost constant, be- 
ing present in 30 of the 37 uncomplicated cases. Rigidity 
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was not so frequent, being present in only 7. The McBurney 
incision was used in 25 cases, and the short rectus incision 
in 12. 

The lesson learned from dealing with appendiceal abscesses 
is that nearly every subject of the same is also the subject of 
indigestion, in fact, all cases of appendicitis commence in acute 
indigestion. Therefore, if a patient consults a doctor for 
supposed indigestion, he should never be dismissed from the 
office without a thorough abdominal examination having been 
made; otherwise, should a subsequent attack occur which 
would cost the patient his life, the doctor has placed himself 
in a position in which he is morally responsible. 

In the 25 complicated cases of chronic appendicitis, which 
complications, be it remembered, were pelvic in 21, microscopic 
examination revealed the appendix chronically inflamed in 11; 
the seat of obliterative appendicitis in 7; and of minor lesions 
in 7. These figures show that the appendix shares so often 
in disease of the uterine adnexa that I believe it should be 
removed in practically every case of this nature, the risk to the 
patient being practically nil. 

There was only one death in this series, that of a patient 


who, at operation, was found to have carcinoma of the liver 
in addition. 


Note.—In chronic appendicitis there occurs in a percentage of cases 
pylorospasm, which condition cannot be said to be due to the appendix 
until the upper abdomen has been opened and the findings prove negative. 
I have now had a number of these cases in which relief of the pain and 


discomfort in the epigastrium was permanent after removal of the dis- 
eased appendix. 


Carcinoma of Appendix.—To several other cases I have 


met with in the past decade, I may add this example of appendi- 
ceal carcinoma. 


The patient, a German girl aged 27, suffered for two years 
from symptoms referable to the gall-bladder, such as pain in 
the right upper abdominal quadrant which radiated to the right 
shoulder, one-time jaundice, considerable tenderness and some 
rigidity about the right costal margin. Examination of faces 
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showed a faint trace of occult blood. The hemoglobin was 78 
per cent.; leucocytes 6,500. Through a McBurney incision the 
appendix was removed. Microscopic examination showed 
carcinoma. 

Cholelithiasis—There were 16 cases of cholelithiasis, 2 in 
males and 14 in females. The youngest patient was 23, and 
the oldest 59 years of age. 

A history of definite infection preceding the onset of gall- 
bladder disease was obtained in 2 cases, in both of whom the 
infection was enteric fever. This disease preceded manifes- 
tations of gall-bladder symptoms by six and ten years respec- 
tively. In both cases, however, cultures from the gall-bladder 
proved sterile. 

The least number of attacks was two in 2 cases; next lowest 
four in 2 cases; then six in 2 cases; those in the remaining ten 
cases being designated as numerous. All of the cases had 
pain, and this symptom was described in 15 of the cases as colic 
or cramp in the epigastrium, and in the remaining cases the 
pain simulated that of renal colic. The pain was referred in 
9 cases to the right scapula, and in 4 around the right costal 
margin to the back, while in the case that simulated renal colic 
it traveled towards the iliac crest. Vomiting followed the 
pain in 13 of the cases, while 9 suffered from chills. 

Digestive derangements were frequent, there being gaseous 
eructations in 6, indigestion in 4, and loss of appetite, diar- 
rhoea, and constipation in one each. Four patients had to be 
very careful of their diet, lest an indiscretion precipitate an 
attack, and one patient even lived on milk and custards for 
three months before operation. Four patients were subject 
to nocturnal attacks of gall-stone colic. Too much stress 
cannot be placed upon the significance of seemingly insignifi- 
cant symptoms referred to the stomach, for such is frequently 
the plaintive cry of calculi for liberty. Sometime jaundice 
was present in 11 of the 16 cases. 

It is important to bear in mind that nearly all gall-stone 
possessors have stomach trouble, that is, that the early, the pro- 
dromal, the initial symptoms of gall-stone disease are referred 
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to the stomach, the epigastrium. The failure to recognize this 
has been at the cost of many a valuable life, due to late opera- 
tion. In practically every article I have written on gall-stone 
disease I have seized the opportunity to refute the false and 
not-to-be-proven statement that gall-stones can exist without 
causing symptoms. Until this false assertion is erased from 
text-books and no longer appears the authors of them will 
still have to share a responsibility. The early symptoms of 
gall-stone disease are referred to the stomach; upon these 
symptoms a diagnosis should be made and operation done, at 
which time there will be practically no mortality. Fulness, 
weight, distention or oppression in the epigastrium, coming 
shortly after eating, within an half, three-quarters, or an hour, 
relieved by belching and disappearing entirely immediately 
upon vomiting, are, I might say, pathognomonic. 


Note.—The patient frequently complains of a sensation of tightness 
which, if unrelieved by loosening of the clothing, may become a pain. 
Relief is sometimes obtained by bending the body forward, or, as we used 
to do as youngsters with ordinary belly-ache, getting down on the stomach 
over a chair. Frequently at the end of a deep breath there is pain at the 
right costal margin. Sensations of chilliness after eating, particularly 
in the latter part of the day, are observed in a certain percentage of these 
cases. 


Physical examination revealed tenderness at or near the 
gall-bladder in 14 of the 15 cases; rigidity of the supra- 
umbilical portion of the right rectus muscle in 3; and involun- 
tary spasm of the same on palpation in 2. 

There were stones in the gall-bladder alone in 7 patients, 
in the cystic duct alone in 1, in the gall-bladder and cystic duct 
in 4, in the gall-bladder, hepatic, and common duct in 2, in 
the gall-bladder and common duct in I, and in the common 
duct alone in 1. In 2 patients the cystic duct was blocked 
sufficiently to produce hydrops. The ampulla of Vater was 
blocked twice. The largest single stone was in the gall- 
bladder, and measured 2.5 x 3.5 cm.; the next largest were two 
stones in the common duct, each 2 cm. in diameter. The 
largest number of stones in the gall-bladder was 33, and in the 
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common duct, 32. One patient had passed numerous calculi 
in the course of her gall-bladder disease, and this is the patient 
from whose gall-bladder 33 stones were removed. This case 
shows that while the passage of gall-stones at stool is of 
diagnostic value, yet it is of no aid in prognosis. Perhaps the 
patient from whose common duct 32 stones were removed 
can serve to emphasize this point. One of the 32 stones was 
the size of a hickory nut, and had any hopes of cures been 
based upon the hypothetic passage of this large stone, there 
would still remain, as shown by operation, 31 stones to be 
reckoned with. 

The walls of the gall-bladder were thickened in 5 cases. 
the gall-bladder enlarged in 4, contracted in 3, and impacted 
with calculi in 4. Three cases illustrated variations in the 
gall-bladder contents, one case revealing thick and black bile, 
another the clear mucoid of hydrops, and another, whitish- 
yellow mucopus. Adhesions, present in 12 cases, were de- 
scribed as pericystic in 1, pericholedochal in 1, between the 
gall-bladder and liver in 1, gall-bladder and stomach in 5, 
gall-bladder, liver, and stomach in 2, gall-bladder and omentum 
in I, and gall-bladder, omentum, and colon in the remaining 
case. In one case the gall-bladder was completely hidden by 
adhesions below the liver margin, the severance of which re- 
vealed a spontaneous fistula, the diameter of a goose-quill, 
between the gall-bladder and the stomach. I sever adhesions 
only when their separation is indicated. 

Bacteriological reports returned in 14 of the 16 cases 
showed the gall-bladder sterile in 7, B. coli from the gall- 
bladder in 3, B. coli from the common duct in 1, unidentified 
bacillus from the common duct in 1, B. typhosus from the 
gall-bladder in 1, and B. typhosus from the common duct in 
the remaining case. The patient from whose common duct 
the typhoid bacillus was obtained gave no clear history of 
enteric fever, unless being in bed 17 days with “ gastric fever ”’ 
be considered such. Neither did the patient from whose gall- 
bladder the typhoid bacillus was obtained give any history of 
the disease; but in this case the identity of the culture was 
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proven because it was positive to agglutination tests by the 
Widal method, the organism being agglutinated not only by 
the patient’s own serum, but also by serum from a positive 
typhoid patient. 

The following operations were done: Cholecystostomy in 7 
patients, choledochostomy in 2, cholecystostomy and chole- 
dochostomy in 1, cholecystectomy in 4, and cholecystectomy 
and choledochostomy in the remaining 2. Further operations 
required were, for conditions due to the gall-stone disease 
itself, lumbar incision and drainage of a pancreatic abscess 
in I case, gastrorrhaphy for the case in which a spontaneous 
cholecystogastrostomy had occurred and posterior gastro- 
jejunostomy for postoperative obstruction; and for conditions 
due to other causes, appendectomy in one patient for acute 
appendicitis, in another for chronic appendicitis, and curettage 
of the endometrium in one for granular endometritis. 

As for drainage, it is unnecessary to report in detail for 
each case. Whatever part of the biliary tract I invaded, I 
drained with a rubber tube, this applying to cholecystostomy 
and choledochostomy. After cholecystectomy the cystic duct 
is injected by a rubber tube and held there by a stitch, and if 
this is not feasible, the tube is placed in the common duct, in 
order amply to drain any infection, when present. Tubal 
drainage is usually supplemented by a Mikulicz drain to absorb 
leakage should it occur, and sometimes additional gauze 
drainage is required either in the subhepatic region or in the 
foramen of Winslow. Latterly in place of carrying gauze 
down to the subhepatic space I place a glass tube in this space, 
the tube being removed in 24 hours. 

Although numerical and coagulative estimations of the 
blood were made in all cases, yet they proved after all of very 
little value to me. 

The only death occurred in a woman aged 50 with myo- 
cardial disease, whose entire extrahepatic choledochal appa- 
ratus was badly infected, and who died the day of operation 
from acute dilatation of the heart. The myocarditis was to 
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my mind the result of the toxemia consequent upon the 
infected bile passages. 

Cholecystitis—In addition to the cases of chronic chole- 
cystitis and pericholecystitis associated with the 16 cases of 
cholethiasis, there were 4 instances of non-calculous cholecys- 
titis, one of which was acute, in a female, and the others 
chronic, in males. Two of the latter were associated with 
chronic interstitial pancreatitis, a diagnosis established only by 
the questionable method of palpation. Indigestion was a 
salient symptom in all these cases, and included epigastric 
heaviness and distress, gastric tympany with belching, meteor- 
ism, and constipation. In fact, one patient maintained a re- 
stricted diet for fear of precipitating an attack by gormandiz- 
ing; and a dyspepsia of seven years’ standing was relieved 
when adhesions between the gall-bladder and stomach were 
broken up, and the small, thickened gall-bladder drained. The 
gall-bladder was distended with bile in one case in which adhes- 
ions were present between it and the transverse colon, and in 
another was the seat of hydrops. Operation comprised chole- 
cystostomy in 3 cases, which included the two of chronic 
pancreatitis, and in one of the latter choledochostomy was also 
performed. The remaining case required cholecystectomy, 
since hydrops was present in a chronically inflamed organ. 
Furthermore, a chronically inflamed appendix was removed 
from one of the patients. 

Carcinoma of the Liver.—Carcinoma of the liver was seen 
twice, in the patient from whom a chronically inflamed appen- 
dix was removed, which has been already referred to, and in 
another patient in whom it was secondary to carcinoma of the 
stomach and duodenum. 

Pancreatitis ——In addition to two cases of chronic inflam- 
mation of the pancreas, I have this year to report a case of 
acute pancreatitis, in which operation was followed by un- 
eventful recovery. This patient has already been referred 
to among the cases of cholelithiasis. 


A machinist, aged 27 years, suffered a year before operation 
from four to five attacks, at short intervals, of abdominal cramps, 
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which were largely confined to the upper abdomen. These at- 
tacks were moderately severe, the pain lasting from two to six 
hours, and were accompanied by slight jaundice. He was free 
from attacks until two and a half weeks before operation, when 
there took place a very severe attack of epigastric pain with nausea 
and vomiting. This pain started in the epigastrium, radiated 
throughout the abdomen, and extended to the back and to both 
shoulders. With frequent exacerbations, the pain and jaundice 
continued up to the time of operation. 

Examination showed slight epigastric fulness, spasticity of 
both recti, enlarged liver, and marked tenderness at Robson’s 
point, and, to less degree, over the entire right hypochondrium 
and the epigastrium. 

Intra-abdominal examination revealed adhesions between the 
gall-bladder, colon, and omentum; a thickened gall-bladder con- 
taining calculi; fat-necrosis in the preperitoneal fat; and, in the 
lesser peritoneal cavity, a soft, fluctuating mass about the size 
of two fists, which shoved the stomach forwards. 

From the gall-bladder were removed about 40 cc. of 
whitish-yellow mucopus and four large, irregular, grayish, 
facetted stones, and 24 smaller ones from the gali-bladder and 
cystic duct. Drainage consisted of a rubber tube in the gall- 
bladder and a cigarette drain in the subhepatic space. The 
bursal abscess was evacuated posteriorly and to the left, carrying 
the direction in front of kidney and behind the peritoneum, and 
consisted of 500 c.c. of bloody, purulent fluid, from which the 
colon bacillus was obtained. The culture from the gall-bladder 
was sterile. It might be added that occult blood was found in 
the feces, and that the hemoglobin was 72 per cent. the whites 
11,500, and the coagulation time 10 minutes, three days previous 
to operation. 


The two instances of chronic pancreatitis were features in 
two of the cases of cholecystitis already referred to. In one 
case the gall-bladder disease was of seven years’ standing and 
the head of the pancreas was nodular. In the other case the 
cholecystitis had existed two years, and the pancreas was 
markedly thickened and the whole organ much firmer than 
normal, with small localized areas of great density. That 
pancreatitis existed in these two cases was only presumed by 
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the feel of the organ. The removal of a piece of the pancreas 
for histological examination I did not consider justifiable. 

Carcinoma of the Stomach.—There were 5 cases of gastric 
cancer, of which 2 proved inoperable. Four were males aged 
39, 53, 54, and 64 respectively ; and the remaining patient was 
a female aged 54. Family history of the malignancy was 
present in one case only, namely, that of a male whose sister 
died of carcinoma of the breast. The ages of the carcinomata 
were, of course, beyond calculation, but symptoms referable 
to the disease had existed for 2, 7, 11, 24, and 24 months 
respectively. 

Dyspeptic symptoms were common and included gastric 
distress and abdominal distention with belching and_bor- 
borygmi after eating, epigastric pain, acid eructations, and 
constipation. Vomiting, present in three cases, resembled 
coffee-grounds in two, and was obstructive in one of the latter. 
One patient lost 20 pounds in 6 months, and another 30 pounds 
in three months. 

A distinct tumor could be palpated clinically in 2 cases. 
Anzmia, present in 3 cases, was the equivalent of 44 per 
cent., 51 per cent., and 53 per cent. of hemoglobin respec- 
tively. Free hydrochloric acid was present in 4 cases, in 3 
of which lactic acid was found; and occult blood was present 
in 3 cases, in one of which it was found in the stool. 

Since the site of the cancer determined the operative 
procedure in each case, I shall consider these captions together, 
and abstract each case seriatim. 


Case I showed a band of adhesions between the gall-bladder 
and the lower surface of the pylorus, many adhesions about the 
pylorus and first part of the duodenum, and a small, hard tumor 
on the lower surface of the pylorus. This case indicated gas- 
trectomy, so a segment which included the pyloric two and a half 
inches of the stomach, and the proximal two inches of the duode- 
num, was removed. The operation was completed by gastror- 
rhaphy and posterior no-loop gastrojejunostomy. Recovery was 
uneventful. Histological examination of the tumor revealed 
adenocarcinoma, 
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Case II revealed inoperable carcinoma of the lesser curvature 
of the pylorus, for which posterior no-loop gastrojejunostomy 
was performed in palliation. A week later sudden cardiac failure 
occurred. 

Case III showed carcinoma involving the pylorus, the first 
part of the duodenum, the lumen of which was nearly completely 
occluded, and the liver. Posterior no-loop gastrojejunostomy. 
Patient lived but a few days. 

CasE IV exposed an extensive carcinoma which infiltrated 
the greater curvature and posterior wall of the stomach. The 
pylorus was patulous. Nothing was done. 

Case V exhibited a large, firm, nodular neoplasm of the 
stomach extending into the pylorus for about two inches. The 
regional mesenteric lymph-nodes were enlarged. The transverse 
colon was thickened and infiltrated for a width of four inches. 
Since this was manifestly inoperable, the patient was discharged 
unimproved. 


Ulcer of the Duodenum.—There was one case of chronic 
duodenal ulcer. 


A Russian tailor, aged 33, six months before operation suf- 
fered from sudden, sharp, cutting pain, which started in the 
epigastrium and radiated around the right costal margin to the 
spine of the right scapula. This pain lasted two hours, and was 
attended with nausea and vomiting. These attacks occurred at 
intervals of from two to three weeks until two weeks before opera- 
tion, since which time they have appeared almost daily, but 
varied in severity. Between attacks there was pain in the right 
hypochondrium upon exertion. 

Clinical examination revealed tenderness in the epigastrium 
and right hypochondrium, but most acute at Robson’s point. 
Free hydrochloric acid 22, total 41; occult blood negative. Intra- 
abdominal examination revealed a dense mass of adhesions, the 
size of a lemon, intimately connecting the pylorus, omentum, 
bile-duct, arch of the duodenum, and head of the pancreas. The 
lumen of the duodenum was encroached upon just beyond the 
pylorus. The stomach was slightly enlarged, and the gall- 
bladder distended with bile. 

The usual operation of posterior no-loop gastrojejunostomy 
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resulted in cure. In such cases it is often difficult to determine 
whether the tumor mass is malignant or benign. 


Fecal Fistula.—There were two cases of fecal fistula after 
operation for appendiceal abscess, occurring three and ten 
months. One rent was in the ileum, one inch proximal to the 
ileoceecal valve; and the other was in the cecum. Operations 
of closure of the openings and lateral ileocolostomy were done 
in both, and appendicectomy in one, under which heading this 
case was referred to above. Both patients died. 

Intestinal Obstruction—Acute intestinal obstruction 
occurred in a patient who had been operated upon five days 
previously for acute appendicitis, under which the case has 
been referred to. 


At 11.30 a.m. on fifth day after operation patient vomited a 
small amount of greenish material, and complained of slight 
abdominal pain. At 2.30 p.m, he vomited greenish fluid and had 
marked abdominal cramps. He was very restless. At 6 P.M. 
he vomited considerable amount of dark brown fluid. Although 
the bowels moved slightly and considerable flatus was passed 
through a rectal tube, he remained much distended and com- 
plained of much abdominal pain. A high enema did not move 
the bowels. 

Operation relieved an angulation of a coil of ileum in the 
pelvis by a recent soft adhesion. 


In cases of intestinal obstruction following appendicitis, 
where loops of bowel are glued together by fibrinoplastic exu- 
date, I have obtained excellent results by uniting adjacent coils 
by entero-enterostomy. The following case will illustrate the 
advantage of this procedure. 


Boy. Acute Perforative Pelvic Appendicitis. Operation 
showed in addition to the perforated appendix a pelvic peritonitis 
with pus. Gauze and glass tube drainage. For ten days every- 
thing went along normally. On the forenoon of the tenth day 
patient was attacked by abdominal cramp and nausea, with in- 
ability to pass flatus. I saw him in the early afternoon and 
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opened the abdomen, when practically all of the coils of small 
bowel occupying the pelvis were very adherent, causing obstruc- 
tion. Adherent coils of bowel released, when the collapsed por- 
tion immediately distended. Abdomen closed, patient immedi- 
ately relieved, passed gas, etc. The following afternoon a re- 
turn of the obstruction symptoms; immediately I opened the 
abdomen and made an entero-enterostomy between the loop of 
small bowel to the proximal and the loop to the distal side of the 
obstructed coils, which corresponded to those found adherent and 
obstructed the day previous. Recovery. I have done this a 
number of times when nothing else in my judgment would have 
resulted in the recovery of the patient. 


Intestinal Neurosis.—One case presented, as follows: 


A girl, aged 16, whose appendix had been removed five months 
previously, complained of pain about the incision and, at times, 
in the lower left abdomen, severe enough to cause vomiting. Fur- 
thermore there were attacks of cardiac palpitation with shortness 
of breath. 

Examination revealed marked tenderness and rigidity in the 
right iliac fossa just external to the old scar, and moderate ten- 
derness on the opposite side. 

Abdominal section did not show adhesions nor any other 
abnormality. The old scar was excised, and the patient made 
a good recovery. This method of dealing with such cases seems 
necessary at times. 


Hernia.—Of the 10 operations for inguinal hernia, 9 were 
in males, I in a female. Six were on the right, 2 on the left 
side, and 2 bilateral. A history of traumatism in 2 cases. The 
duration varied from 4 weeks to 6 years; two of the hernias 
were recurrent. 

There were 2 cases of femoral hernia, both in females, and 
both left-sided. One patient was operated upon at the same 
time for chronic appendicitis and bilateral pyosalpingitis. 

There were 3 cases of incisional hernia, I in a male and 2 
in females. All had been operated for appendiceal abscess, 
drainage having been used. From one patient both tubes and 
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Ovaries were removed on account of bilateral suppurative sal- 
pingitis and acute dophoritis with cystic degeneration. 

Wandering Kidney.—There were 2 cases of wandering 
kidney, one in a male, on the left side, and the other in a female 
on the right side. 


A Russian weaver, aged 23, began to have pain seven months 
previous to operation, in left lumbar region; pain was constant 
and dull, and referred anteriorly to the left inguinal region, at 
times sharp and sticking. Also suffered from loss of appetite 
and constipation. Examination revealed the left kidney distinctly 
movable and palpable. The kidney was hammocked by a gauze 
sling beneath its lower pole, and three additional pieces of gauze 
were placed about it. 

The history of the other patient, a female aged 32, refers only 
to symptoms produced by the chronic appendicitis, for which 
she was also operated upon. The right kidney was freely mov- 
able, but if it was giving rise to any symptoms they were over- 
shadowed by those of the chronic appendicitis. It seemed ra- 
tional, since the appendix was to be removed, to anchor the 
kidney also, in prophylaxis against the psychasthenic state that 
too often follows the self-discovery of such a misplaced organ. 
The triangular flap of the true fibrous capsule was separated, 
twisted, and sutured into the anterior layer of the lumbodorsal 
fascia and quadratus lumborum muscle. 


Pyonephrosis (Renal Calculus ).—On a priori grounds, this 
case should be classified under nephrolithiasis, since the latter 
was the forerunner of the pyonephrosis. 


The patient, a male aged 44, passed 87 biliary calculi eight 
years previous to operation. Seven months before, a stricture of 
the urethra, which resulted from an attack of specific urethritis, 
was cut. 

Four years before the kidney operation the patient had an 
attack of chills and fever, and such an attack was repeated at 
irregular intervals, four or five times a day for two weeks. 
There was a feeling of uneasiness in the left groin, which was 
suddenly relieved by the passage of half a pint of greenish-yellow 
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pus. Since then he has always passed small amounts of pus 
and mucus per urethram. After exposure to cold there was dis- 
comfort about the left kidney region. He never had hematuria, 
although the R6ontgen rays showed five calculi, 

At operation an enlarged kidney was found and calculi pal- 
pated. The kidney was removed and gauze drainage placed. 
The laboratory examination reported chronic pyonephrosis. 


Ureteral Calculus——One case was operated on. 


A male, age not given, had a sudden attack of severe pain in 
the right side of back, just below twelfth rib, one year before 
admission. Pain traveled diagonally downwards, and became 
generalized over the abdomen. Altogether there were six such 
attacks, of which four were very severe; each attack, except the 
first, was accompanied by vomiting. Last attack occurred the 
night before admission. 

Rectal examination revealed a hard, slightly tender nodule, 
high up on the right side of base of bladder, probably a stone in 
the lower portion of the right ureter. 

At operation, the right ureter was found dilated to site of 
obstruction. A small stone was found in the vesical end of the 
ureter, 4 cm. from its termination; it was pushed upwards and 
removed. 


Hypertrophy of the Prostate Gland.—One case was 
operated on. 


The patient, age 71, led a catheter life for 20 years. Through- 
out the latter half of this stage he urinated at two or three o’clock 
mornings. Up until five years before operation he occasionally 
urinated in dribbles, since then he has been compelled to use the 
catheter five times daily. A month before admission noticed a 
dark red, bloody appearance of the urine; this cleared in three 
days. Four days thereafter, there was an ammoniacal odor to 
the urine. Four days before admission again noticed blood in 
urine and since has had much hematuria. 

Operation, perineal prostatectomy, the small size of the pros- 
tate endorsing this route. Histological examination revealed 
parenchymatous prostatitis. Hzemoglobin estimation was 68 per 
cent., being lowered by hematuria. 
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Goitre.—Two cases of simple goitre, both in females. 
The mother and two sisters of one of the patients had small 
goitres. 


About thirteen years before admission the patient noticed 
a swelling upon the left side of the anterior surface of the neck, 
which gradually increased in size. Five years later swelling 
appeared on the right side; this is now the larger. Patient com- 
plains of throbbing pain on exertion and, after any excitement, 
tumors interfered somewhat with breathing. 

Examination showed, in the midline, a freely movable goitre, 
about three inches in width. On the left side of the neck, but 
higher, was a smaller tumor; both followed the movements of 
the larynx in deglutition. On auscultation, a rough sound was 
heard all over the chest, from encroachment of the goitre upon 
the trachea. The goitre was extirpated through a horseshoe 
incision, and the field of operation upon the gland painted with 
carbolic acid, and this followed by alcohol. Histologic examina- 
tion showed the goitre to be cystic, 

The other patient noticed, five years previously, that the cir- 
cumference of her neck was increasing, there was no localized 
swelling. Gradually the tumor developed in the thyroid region 
and in the midline. 

Examination revealed a central, symmetrical, painless, smooth 
tumor occupying the midline of the neck, extending from side 
to side the width of the neck, and almost filling up the anterior 
cervical triangles. Just to the left of this is a smaller, almost 
unrecognizable prominence, which was probably the left lobe 
of the thyroid. The tumor had the consistence of a tense cyst. 
The heart sounds were transmitted to the tumor. The voice was 
high pitched and husky. 

After removal of the goitre the field of operation on gland 
was painted with carbolic acid, followed by alcohol. 

Histological examination showed that the walls consisted of 
degenerated fibroconnective tissue, necrotic towards the centre, 
better preserved and more vascular towards the periphery; and 
here too, were a few atrophic acini with colloid contents. 


Carcinoma of the Breast.—But one case of carcinoma of 
the breast happened to fall into the clinics this year, but the 
remaining cases I shall report with a large series later on. 
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A woman, aged 40, was accidentally struck on the left breast 
about four weeks previous to admission, since then there has been 
a painful, hard tumor in the breast. Examination showed in the 
left upper quadrant of the left breast a hard, palpable tumor the 
size of a walnut. No enlarged axillary lymph-nodes were pal- 
pable. Radical operation was performed and a rubber tube used 
for drainage. Histological examination showed carcinoma, but 
there were no metastases in the lymph-nodes examined. 


Fibroid of the Uterus.—Three cases of fibroid tumor of 
the uterus in women aged 36, 47, and 49 respectively. Dura- 
tion of disease 8, 12, and 24 months. Dysmenorrhcea was 
present in all cases, leucorrhcea in two, menorrhagia in one. 
and metorrhagia in one, while one patient suffered from fre- 
quency of micturition. The operations were complete abdom- 
inal hysterectomy in two cases, and supravaginal amputation 
without the adnexa in the remaining case. All the patients 
had more or less anemia, the hemoglobin estimation amount- 
ing to 42, 70, and 78 per cent. respectively. 


Histological examination revealed in one case fibroleimyoma and 
endometritis ; in another, fibroleimyoma, hyperplastic endometritis, metritis, 
chronic salpingitis, and chronic cystic 6ophoritis; and in the third, hyper- 
plastic glandular endometritis, fibroid metritis with considerable hyaline 
degeneration of connective tissue and atrophy of the muscular layer, 
marked arteriosclerosis, and chronic 6ophoritis and cyst formation. 

In fibroid uterus on account of risk of carcinomatous change it is 
always a question whether to do a complete or partial removal of the 
uterus. Personally I am of the opinion that the greatest good will be 
accomplished by complete removal in all cases. The sense of touch and 
the naked-eye appearance of the cervix is not sufficiently reliable to 
decide the question. In a few cases in which I have operated lately, 
doing a supravaginal amputation, the pathological report has come back, 
“ Commencing carcinomatous degeneration.” 


Displacements of the Uterus——There were 5 cases of 
retroversion, and one of anteflexion of the uterus. Appen- 
dicectomy for chronic appendicitis was performed incidentally 
upon all of these patients except one with anteflexion. The 
operations were intra-abdominal shortening of the round 
ligaments in 3 cases, ventrosuspension in one, and ventrofixa- 
tion in one. Two of the cases of retroversion had associated 
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tubo-ovarian disease. The case of anteflexion was treated 
by dilatation of the cervix. There were 4 cases of uterine 
prolapse, and the operations performed were vaginal hysterec- 
tomy with apposition oi the stumps of the broad ligaments 
in 2, and ventrofixation in the other two. One of the latter 
group required trachelorrhaphy, and one of the former group 
perinorrhaphy, appendicectomy for chronic appendicitis, and 
resection of a right cystic ovary at the same time. 

The two uteri that were removed were examined histo- 
logically and one showed chronic fibrous metritis and endo- 
metritis, while the other showed metritis, endometritis, 
arteriosclerosis, hyaline degeneration, atrophy of muscles, and 
thickening of the squamous epithelium of the cervix. From 
the pelvis of one of the hysterectomy patients there was 
evacuated, a week after the operation, a considerable amount 
of old clotted blood and some pus. 

Prolapse of the Vagina.—Vaginal prolapse occurred in a 
patient who had undergone vaginal hysterectomy nine months 
previously. 


The patient complained of lack of pelvic support. Operation 
consisted in transfixing the round ligaments in two places, bring- 
ing them towards the midline, and suturing them to the vaginal 
wall. On account of bilateral cystic disease of the ovaries, bilat- 
eral salpino-Gophrectomy was also done. 


Norte.—In all cases of hysterectomy, complete or incomplete, abdominal 
or vaginal, the stumps of the broad and round ligaments should be care- 
fully attached, and sewn into the cervix when supravaginal amputation 
has been made; to the walls of the vagina, when complete abdominal 
hysterectomy is done; and apposed to each other in vaginal hysterectomy, 
otherwise vaginal prolapse will occur. 


Chronic Metritis and Endometritis—There were 8 cases 
of chronic metritis and endometritis, of which four have 
already been referred to, two under fibroids and two under 
prolapse of the uterus. Of the remaining 4 cases, two were 
associated with chronic salpingitis and chronic appendicitis, 
and one with pyosalpingitis. 
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This last patient, a young woman aged 20, showed clearly the 
ravages of gonorrhceal infection. Four years previous to admis- 
sion she had an abortion, and two and a half years later, profuse 
yellowish vaginal discharge. A year before admission she had 
had her appendix and left tube and ovary removed in San Fran- 
cisco. Examination of the vaginal discharge revealed Neiser’s 
organism. Hemoglobin, 52 per cent.; white blood cells, 19,600 
per cm. Abdominal section showed an enlarged, boggy uterus 
surrounded by chronically thickened tissues and dense adhesions. 
The uterus with the right tube and ovary removed. 

The remaining patient, a Russian, aged 32, had had six 
children, of whom four were premature. She complained of 
dysmenorrhcea with excessive flow. She had been curetted four 
times, and trachelorrhaphy had been performed, all without relief 
from symptoms. The uterus was removed by the vaginal route, 
and when examined showed, in addition to chronic hyperplastic 
glandular endometritis, some irregular glandular proliferation, 
and beginning infiltration of the myometrium. This would have 
been a fertile field for the development of cancer.* 

In addition to the above case, chronic metritis alone was 
found in a patient with bilateral chronic salpingitis. 

In this series of g cases, hysterectomy was performed by 
the supravaginal route in six, and by the vaginal in the other 
three. 

Curettage for endometritis was done three times in the 
course of operations for other lesions. Of three uterine 
polyps excised from three other patients, one was myomatous, 
another submucous fibroid, and the third was organized blood- 
clot. Dilatation for cervical stenosis was necessary twice, 
trachelorrhaphy four times, and perineorrhaphy twice. 

Disease of the Tubes and Ovaries.—There were II cases 
of chronic salpingo-dophoritis, in 10 of which there was asso- 
ciated appendicitis ; in 3 of the cases there was chronic metritis 
and endometritis with fibroids in 2 and a dermoid cyst of the 


* This case illustrates well the remarks I made in the clinical report 
for the previous year: “This may be thought to be too radical treatment, 
but it is the best possible safeguard against the development of carcinoma, 
which develops in some of these cases if left alone and, more likely, if 
subjected to traumatism by the ill-advised use of the curette.” 
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right ovary in one. Excepting this last case the disease was 
bilateral in all, and double salpingo-dophorectomy was per- 
formed, with supravaginal hysterectomy in the 3 cases of 
associated uterine disease. 

There were 3 cases of chronic salpingitis, and one case of 
pyosalpingitis. Two cases were associated with appendicitis. 
2 with chronic metritis and endometritis, one with chronic 
metritis, and one with retroversion of the uterus. Both tubes 
and ovaries were removed, except in one instance in which a 
portion of the left ovary was left. Supravaginal hysterec- 
tomy was done in 3 of these cases, and ventrosuspension in the 
fourth. 

There were 3 examples of chronic cystic dophoritis, one 
bilateral, one right-, and one left-sided. Associated conditions 
were chronic appendicitis, retroversion of the uterus, and 
endometritis in one; chronic appendicitis, prolapse of the 
uterus, and lacerated perineum in another; and prolapse of the 
vagina in the third. 

There were 5 cases of ovarian cysts, 4 on the right and one 
on the left side. Appendicitis was present in all cases. The 
cysts were simple in 2 cases; dermoid with chronic salpingo- 
dophoritis, in one; papillomatous (adenocarcinoma), in one; 
and tuberculous in one case. In 3 cases of unilateral and 2 
cases of bilateral salpingo-Gophoritis, salpingo-dophrectomy 
was done. Pelvic abscess was evacuated by vaginal incision 
in 2 patients. 

There was one case which resembled closely ectopic gesta- 
tion for which complete supravaginal hysterectomy was per- 
formed, and also appendicectomy. Histological examination 
revealed hemorrhage and necrosis, no evidence of decidual 
tissue. 

In addition to the operations described above, 49 others 
of less interest were also performed in the clinics. 











THE VOLUNTEER MILITARY SURGEON.* 


BY WILLIAM G. LE BOUTILLIER, M.D., 
OF NEW YORK CITY. 


THE organization of the United States Army Medical 
Reserve Corps, and the acceptance of commissions therein by 
some prominent members of the medical profession, has some- 
what revived an interest that was keen ten years ago in the 
Medical Department of the Army and the efficiency of its 
professional work. 

Practicing physicians are exempt from service with the 
militia in time of peace, but are liable for military duty in 
case of war, insurrection, invasion, or imminent danger 
thereof, if more than eighteen and less than forty-five years 
of age. Those who are not enrolled in the National Guard 
organizations (or organized militia) form part of the Reserve 
Militia. In the event of being called into service they must 
serve as enlisted men, unless commissioned as officers. 

The number of medical officers in the army has been so 
small that it has been the custom for years in time of peace to 
employ additional medical men who were known as contract 
surgeons. In time of war there were also commissioned in 
the volunteer army a large number of physicians and surgeons. 
In addition, the Red Cross organizations have furnished both 
material and personnel to fill the gaps that were left by the 
government’s preparations to care for the sick and wounded. 

In 1901 the authorized commissioned strength of the 
medical department was fixed at 321. In 1908 changes in the 
organization were made and a Medical Corps to consist of 
445 officers was authorized. In addition a Medical Reserve 
Corps was created, in which many former contract surgeons 
were commissioned and placed on active duty; but the use of 
the contract surgeon was not abolished. In the event of war 





* Read at a meeting of the New York Surgical Society, Feb. 24, 1909. 
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it would still be necessary to call from their occupations in 
civil life a large number of physicians and surgeons, to become 
medical officers in the organized militia, the volunteer forces, 
and the Medical Reserve Corps not already on active duty, or 
contract surgeons. 

When the armed forces are expanded to the extent neces- 
sary for a war of any magnitude, the authorized number of 
officers in the medical corps is not more than sufficient to 
provide a skeleton framework of the medical body required. 
It must be added to in the other classes just mentioned. The 
number of medical officers necessary for an army of 1,250,000 
has been estimated at about 28,000. It is, therefore, a matter 
of some interest and importance to us all to have some idea 
of the duties of the officer commissioned in the Medical Corps 
of the army, of what is expected of the volunteer, and of 
what part of the duties of a military surgeon the latter is fitted 
by his previous training to perform. 

By army regulations the Medical Department is charged 
with the duty of investigating the sanitary condition of the 
Army and making recommendations in reference thereto, of 
advising with reference to the location of permanent camps 
and posts, the adoption of systems of water supply and puri- 
fication, and the disposal of wastes; with the duty of caring 
for the sick and wounded, making physical examinations of 
officers and enlisted men, the management and control of 
military hospitals, the recruitment, instruction, and control of 
the Hospital Corps and of the Army Nurse Corps (female), 
and furnishing all medical and hospital supplies, except for 
public animals. So far as sanitary recommendations and the 
prevention of disease are concerned the powers and duties of 
the medical officer are principally advisory. In caring for 
those actually sick and wounded, and in training and disciplin- 
ing the Hospital Corps and nurses, the Medical Department 
and its officers have a considerable measure of actual control. 
It is an anomalous condition of affairs that this real control 
should not extend to sanitation, and it seems to be due to 
the transition from a period when disease was regarded as a 
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visitation of Providence to the present one when most edu- 
cated men believe that disease results from natural causes that 
can be discovered, and that its occurrence can to a great extent 
be prevented by the enforcement of scientific measures. 

In the field the Medical Department is charged with the 
following duties: 

a. The initiation of all hygienic measures to insure the 
good health of troops. 

b. Management of epidemics among the inhabitants of the 
country under military control to prevent infection of new 
territory or of the army. 

c. Care of the sick and wounded on the march, in camp, 
on the field of battle, and after removal therefrom. 

d. Methodical disposition of sick and wounded so as to 
assure the retention of those effective on the field of battle and 
to relieve the fighting force of the non-effective. 

e. Transportation of sick and wounded. 

f. Establishment of new hospitals and utilization of old 
ones sufficient in number and capacity to care for all sick and 
wounded. 

g. Supply of troops and hospitals with all articles needed 
for the sick and wounded. 

h. Preparation and preservation of individual records of 
sickness and injury in order that claims may be adjudicated 
with justice both to the Government and the soldier. 

From a non-military point of view these duties may be 
classed as sanitary, medical and surgical, transportation, and 
supply. 

To initiate a hygienic measure, a medical officer makes a 
recommendation to the line officer on whose staff he is serving, 
and the line officer, if he has the authority and chooses, issues 
an order to be obeyed by those under his command. Or the 
line officer may authorize the medical officer to correct sani- 
tary defects. 

In 1898 the medical officer was rarely given support that 
was sufficient to produce results in sanitation that were satis- 
factory from the civilian standard. 
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To perform the field duties of the military surgeon, not 
only is a medical training necessary, but also one in practical 
field sanitation. There is also required an intimate acquaint- 
ance with army methods, both of the Medical Department and 
of others, with which co-operation is constantly necessary. 
The amount of time requisite to obtain such training and 
knowledge may be judged from the course taken by a physician 
who desires a commission in the Medical Corps. After he has 
successfully passed a physical and professional examination 
in medical subjects, he is ordered to attend the Army Medical 
School at Washington, D. C., where he spends eight months. 
His final examination is on the subjects taught in the school: 
duties of Medical Officers, Medical Department Administra- 
tion and customs of the service, military hygiene, clinical 
microscopy and bacteriology, military surgery, military and 
tropical medicine, sanitary chemistry, Hospital Corps drill, 
operative surgery, ophthalmology and optometry, X-ray work. 

The course at this school is also open under conditions to 
officers of the National Guard. At the present session I am 
informed there is but one such student from the whole United 
States. 

A question frequently asked by medical men who have 
small acquaintance with army surgeons is as to their profes- 
sional ability as physicians and surgeons. Undoubtedly they 
are very much better qualified than the average physician 
and surgeon. It is equally certain that they can have in very 
few cases an amount of clinical experience equal to that of 
the average practitioner who lives by his practice. For 
example, the average opportunity of a member of the Medical 
Corps to do operative surgery may be judged from the follow- 
ing data from the report of the Surgeon-General for the 
fiscal year ending June 30, 1908, in connection with the state- 
ment that on June 30, 1908, there were 301 officers in the 
Medical Corps and 179 contract surgeons, a total of 480 medi- 
cal men in service. 

There were reported as having been performed by medical 
officers upon the officers and enlisted men of the Army 3009 








VOLUNTEER MILITARY SURGEON. 851 


operations, a fraction more than eight per day. Of these oper- 
ations there were for appendicitis 142, for hernia 150, for 
abscess of liver 30, major amputations 14, for cholecystitis 
and gall-stones 8. More than one-half of the total list of 
operations is made up as follows: circumcision 343, for vari- 
cocele 136, for hydrocele 48, amputations of fingers and toes 
63, for varicose veins 36, for hemorrhoids 212, for fissure of 
anus, fistula in ano, ischiorectal and perirectal abscess 70, 
for inguinal adenitis 640. 

The army surgeon’s operative surgery is somewhat limited 
in quantity. It is of interest to note that in the same year 
there were 154 admissions for gunshot wounds, and 2832 
admissions for wounds other than gunshot. The grand total 
of cases was 60,897, of admissions 65,546. 

The method of organization of a hospital in the army 
differs considerably from the civilian method. The senior 
medical officer is in command and combines the duties usually 
performed by a superintendent, warden, or Board of Trustees, 
or all of them with those of a visiting physician and surgeon. 
He controls the assignment to duty of all medical men, 
nurses, attendants, clerks, and employees in the hospital, is 
responsible for obtaining shelter, food, clothing, medicines, 
and all other supplies for patients and attendants, and for the 
preservation of all the buildings and public property at the 
hospital. He has to account for all officers and men on duty 
and the patients on the hospital roll, as well as for the property, 
even to a broken thermometer, a lost spoon or fork. He has 
a larger financial responsibility than most hospital superin- 
tendents, while in civil life the hospital surgeon or physician 
as a rule has none; and he is also responsible for the profes- 
sional care of the patients, which a hospital superintendent 
rarely is. 

There is another important difference in organization, 
in the assignments of junior medical men to duty. Unless my 
observations have been faulty, it was the custom in the large 
hospitals in 1898, and would be the custom to-day in the 
event of war, to assign each medical man to the care of a 
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certain number of patients, wards, or tents, without any differ- 
entiation and classification of duties such as is common among 
members of a resident staff in a civilian hospital. Each medi- 
cal officer or contract surgeon, attended as a rule both medical 
and surgical cases, took and recorded their histories, made 
what laboratory examinations were made, and performed what 
dressings and minor operations were necessary. If the assign- 
ments of varying duties to internes and the visiting staff in 
civilian hospitals are right and economize ability and time, the 
distribution of duties that was habitual in the army hospitals 
must be wrong, as the special abilities of individual medical 
men were not sufficiently considered in assigning them to the 
care of cases to produce the best results for the patients. For 
major operations at the large military hospitals it is customary 
to designate one surgeon as operating surgeon, and occa- 
sionally the laboratory was specialized. But in general the 
Medical Department appears to ignore different capacities in 
its medical officers other than operative, and to prefer to hold 
each man of the same grade or title equally competent for 
every medical duty and variety of case, and to dislike the 
specialization which makes them less interchangeable parts 
of the medical organization. 

To be effective, the military surgeon who commands a hos- 
pital must add to his medical and surgical knowledge a large 
amount of executive ability and technical knowledge of mili- 
tary administration. As he rises in rank he apparently tends 
with the lapse of time and the performance of these executive 
duties to become less and less of a clinician. The volunteer 
military surgeon who has not had training in the methods of 
military administration can be of value in only the most sub- 
ordinate military positions. Most medical volunteers will 
probably be utilized at the large hospitals. 

With the expansion necessary in time of war, the services 
of a large number of practitioners to treat the sick and 
wounded become necessary, and also of a large number of 
officers who are able to perform the necessary administrative 
work. The latter class are to a certain extent being trained 
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in the National Guard. They can learn the methods and rela- 
tions of the different departments of the army, and they get 
a little practice in field work at camps and manceuvres. Mean- 
while they continue to engage in practice and to extend their 
clinical experience. But when all were utilized there would 
remain a great deficiency of trained medical officers, as serious 
as existed in 1898, for the all important executive work. In 
the event of a war occurring within a short time one could not 
expect other than a repetition of the failures of that time. 
There is little doubt that not many months ago war was 
actually imminent. 

As yet the responsible powers have failed to make the 
authority and resources of the Medical Department adequate. 
Nor is it likely that the necessary measures will be enacted 
unless the Medical Department is strengthened by the support 
and assistance of the medical profession throughout the coun- 
try, and the force of a public opinion determined to prevent 
the sanitary shortcomings of the Spanish-American War. The 
responsibility for the organization of the Medical Department 
and for providing supplies for its use rests upon the Congress. 
The responsibility for asking for supplies and more power rests 
upon the Medical Department. Upon the medical men of the 
country rests the responsibility for intelligently advising the 
public as to what action it should demand that Congress take 
to strengthen the Medical Department. 

The work of the Medical Department in the field is divided 
into the service of the front, regimental aid, field hospitals, 
and advanced medical supply depots; and of the rear, station- 
ary hospitals and rest stations on the lines of communication, 
base or general hospitals, convalescent camps, casual camps, 
base medical supply depots. It is a gain to have a Medical 
Reserve Corps, even if untrained, if one can thereby secure for 
emergencies, as of battle, and for the service of the rear the 
abilities of active men of experience, and exclude the incom- 
petent by reason of youth and inexperience, and the derelict 
by reason of age, habits, or general professional incompetency. 
But the security it gives against the emergencies of war time 
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is only fancied, unless there is a reserve under training for 
the service of the front. With the National Guard regiments 
their own medical officers will doubtless be at the front, where 
the untrained officer of the Medical Reserve Corps would 
usually be only in the way. 

For the general surgeon who contemplates offering his 
services to the government in war, the useful place is in the 
stationary, base, or general hospitals at the rear; not with the 
troops in their camps. After a battle, which is an accident in 
the normal life of an army, like a railroad or other disaster 
in civil life, the only operations that should be done nearer the 
firing line than a stationary hospital would be ligations of 
blood-vessels and a few other imperative procedures, as the 
requirements of modern asepsis cannot be met near the firing 
line. For such operations the field hospitals should care as 
best they may. At times, and when the battle is over, a field 
hospital may become or be replaced by a stationary hospital, 
and the skilled volunteer surgeon from civil life moved to this 
place from his ordinary station. But almost always the im- 
portant thing after a battle is to remove the wounded as soon, 
as quickly, and as far as possible to the rear, where necessaries 
and conveniences can be provided conformably to the standards 
of civil life. 

In time of war and such emergencies of battle, to enable 
the volunteer physician to be of the fullest use in the actual 
care of sick and wounded, it is not necessary that he should 
be commissioned with high rank. But there is no reason why 
when he is commissioned in the Medical Reserve Corps he 
should not be graded as a consulting surgeon, physician, bac- 
teriologist or sanitarian, as an attending physician, or sur- 
geon, etc., or as a junior surgeon or physician. When ordered 
to any hospital or camp the commanding officer would then 
place him on the duty for which he was particularly fitted by 
his daily work, in accordance with which fitness his commis- 
sion should be granted. The pay authorized in these various 
grades should be specified, and increased with the value of 
the services to be performed. 
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Many railroads maintain an equipment and organized per- 
sonnel that can be promptly brought into action at any point 
on its lines, and hospitals at points selected as their base. Sim- 
ilar organizations can be prepared by the Medical Department 
of the army, if authorized. Particularly there should be per- 
manently organized field hospitals and other transportation 
units, with their own personnel both commissioned and en- 
listed. The authorized enlisted strength of the Hospital Corps 
does not to-day permit maintaining permanent field hospitals 
or ambulance company sections that can acquire traditions and 
an esprit de corps. When needed, their personnel is hurriedly 
assembled, as well as their equipment, and their work must 
necessarily lack the smoothness of action that is developed in 
a permanent civilian hospital with traditions and a long history 
of achievements and difficulties surmounted. 

To sum up: 

The volunteer medical officers who are partially trained by 
service with the organized militia and at camps should be 
utilized in the service of the front. 

Other volunteers are only of much value in the service of 
the rear, where the hospital organization should be more highly 
specialized to make the best use of them. Here the pay should 
be in proportion, not to the rank but to the value of the ser- 
vices the volunteer is able to furnish as a practitioner caring 
for the sick and wounded. 

The numerical strength and the authority of the Medical 
Department should be increased, and physicians and surgeons 
who desire to have a performance equal to our knowledge of 
sanitation and medical science should take an active interest in 
the reforms that are necessary to bring this about. 

We have a personal interest as we are subject to the militia 
law and liable to be called upon to serve in the event of war. 
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TRANSACTIONS 


OF THE 


NEW YORK SURGICAL SOCIETY. 


Stated Meeting, February 24, 1909. 


Dr. CHartes N. Dowp in the Chair. 


APPENDICITIS, PORTAL PHLEBITIS AND ABSCESS OF THE 
LIVER. 

Dr. PARKER Syms presented a man of thirty-eight who was 
admitted to the Lebanon Hospital on September 3, 1908, with a 
typical history of acute appendicitis. The only noteworthy feat- 
ure of the history was that the patient had had a severe chill on 
the day before admission. 

On September 4 he was operated on by Dr. Henry Roth, 
who removed an inflamed appendix. There was nothing special 
about the operation, and apparently nothing unusual about the 
case. The appendix had not perforated. 

After the operation, instead of proceeding toward recovery, 
as such cases usually did, this patient had a series of chills, with 
high fever, and presented a typical picture of pyelophlebitis. This 
condition of chills alternating with high fever lasted many weeks 
and, finally, there were indications that a local suppurative process 
had been established. The diagnosis of abscess of the liver was 
made, and the patient was operated on by Dr. Syms on November 
11, 1908. In the right lobe of the liver, two large non-communi- 
cating abscesses were found, and, judging by the appearance of 
the pus, one of the abscesses was of much more recent origin than 
the other. These abscesses were opened into each other and thor- 
oughly drained. 

The patient began to improve from the date of the operation, 
and continued to complete recovery. 

Dr. Syms regarded this as a unique case, as this condition 
was usually fatal. 
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Dr. Down raised the query as to the frequency with which 
abscess of the liver follows an appendicitis, a condition, to which 
Dr. A. G. Gerster had called attention a few years ago. He 
believed that it was not very uncommon. He also suggested 
the possibility of a thrombosis or other infective process extend- 
ing to the liver and not ending fatally or even in abscess forma- 
tion. He had operated upon one case which he believed to be of 
the latter variety. A boy about whose appendix there was a very 
small abscess, developed, after appendectomy, marked fever and 
rigidity and accompanied by discomfort in the supra-appendicular 
region. These symptoms subsided after a prolonged illness, 
and he then began to have ascites. On operation, there was no 
evident cause for the ascites. The omentum was stitched to the 
parietal peritoneum, however, after the method of Talma, and a 
complete cure followed. The boy is now in vigorous health. He 
believed that there had been an infection from the appendiceal 
abscess which had extended to the liver and obstructed the hepatic 
circulation but which had not produced abscesses. 

Dr. WALTON MaktTIN said that last summer he saw a patient 
who after the removal of a gangrenous appendix did fairly well 
for ten days and then developed a temperature and died in the 
course of five weeks. The autopsy showed multiple abscesses of 
the liver which apparently had their origin at the site of the 
appendix. The symptoms were those of suppuration, and there 
was slight enlargement of the liver, although the true state of 
affairs was not suspected until after death. 

Dr. GeorGE Wootsey said that a number of cases in which 
this complication occurred had recently been reported in Boston. 
Personally, he could recall but a single case in which an abscess 
connected with the liver developed after an operation for gan- 
grenous appendicitis, with quite an extensive spreading peritonitis. 
The patient made a fairly good recovery after removal of the 
appendix, and then began to run a temperature and complain of 
pain over the liver. It was difficult to elicit this pain, but finally 
it was unmistakable. The temperature was of a septic character, 
and a subphrenic abscess was suspected. Upon opening the 
abdomen on the right side he found an abscess which was quite 
superficial, but which evidently involved the substance of the 
liver. The patient made a good recovery. This was not a typical 
case of abscess of the liver, and possibly the infection extended 
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along the peritoneum and then localized itself in the location 
where it was found. 

Dr. WittiAM G. Le BourILtier recalled one case of infection 
of the liver after gangrenous appendicitis. The patient, a woman, 
did well for eight or ten days after the operation, and then devel- 
oped a chill and temperature and finally died in a septic condition. 
The autopsy showed a suppurative thrombosis of the portal vein, 
and the infection could be traced down through the veins to the 
appendix. There was no abscess of the liver itself. 

Dr. Cartes L. Grsson said that during the past summer 
he saw a patient who had been operated on for appendicitis by an- 
other surgeon.. The case did badly after the operation, and gave 
evidences of a suppurative condition of the liver. He was seen 
by a number of men, most of whom agreed that there was an 
abscess of the liver. The case resulted fatally and nothing was 
found in the liver after death. 

Dr. Gibson said that in a case of abscess of the liver seen a 
number of years ago, rupture of the abscess took place into the 
pleural cavity. The patient lived for a long time, and finally 
died of exhaustion. 


FRACTURE, CRUSH OF RIGHT SUPERIOR MAXILLA. 


Dr. PARKER SyMs presented a man thirty-five years old who 
was admitted to the Lebanon Hospital on December 16, 1908. 
The history obtained was that he was injured by an elevator, his 
head having been caught between the car of the elevator and the 
floor. Examination showed a complete crushing of the right 
superior maxilla, together with an extensive scalp wound over 
the left occipitoparietal region. 

The maxilla was so completely crushed that there was no prob- 
ability of saving it or any portion of it. It was thereupon excised 
through a Ferguson incision. The skin was sutured with silk. 
The patient made an uneventful recovery, and there was very 
little, if any, deformity. 


ACUTE PERFORATION OF GASTRIC ULCER. 


* Dr. GEorceE Woo;sey presented a man, twenty-five years old, 
who was brought to the Presbyterian Hospital on January 21, 
1909, with the history that on New Year’s Day of the present 
year, while at work he was seized with a sharp pain in the upper 
right quadrant of the abdomen. There was neither nausea nor 
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vomiting. Similar attacks of pain recurred daily, usually while 
he was at work. These attacks seemed to bear no relation to his 
meals. 

On the day of his admission, about noon, he had an unusually 
severe attack of pain in the same region, and vomited for the 
first time. He was much prostrated, and when seen by the 
ambulance surgeon he was vomiting a black, watery fluid. This 
vomiting persisted up to the time of operation. 

The patient was operated on six hours after the onset of his 
acute pain and prostration. The abdomen at this time was of a 
board-like hardness. An incision in the median line below the 
umbilicus revealed a large amount of free, purulent fluid. The 
appendix was brought into the wound and found to be normal. 
It was returned to the peritoneal cavity, and a second incision, 
three inches long, was made in the median line above the umbili- 
cus. The stomach presented, and on its posterior surface was 
found a small round perforation about the size of the head of an 
ordinary tack from which gas and stomach contents were escap- 
ing. Its edges were only slightly indurated. The pylcrus was 
narrow and constricted. 

The ulcer was closed with a purse-string suture of plain catgut, 
reinforced by Lembert sutures of silk, and over this a tab of 
omentum was sutured. 

On account of the close proximity of the perforation to the 
pylorus, the opening of the latter was so much narrowed that it 
was deemed wise to do a posterior gastrojejunostomy. This 
was completed in the usual way, and three additional catgut 
sutures were taken through the jejunum, stomach and mesocolon, 
to hold them in place. A small opening was then made below, 
through which the pelvis was thoroughly irrigated and drained. 
The patient made an uneventful recovery, and left the hospital 
on February 17. 

This case was shown, Dr. Woolsey said, first, because the 
symptoms preceding the perforation hardly indicated the pres- 
ence of such a serious lesion, and it was not at all typical of an 
ulcer of the stomach. Prior to the first of January of the pres- 
ent year the patient had never suffered from gastric pain nor 
vomiting after eating; he gave no definite history of any gastric 
symptoms and had never vomited blood. The second reason for 
showing it was, that Dr. Deaver had recently made the statement 
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that he could find on record only 22 cases of acute perforation 
for gastric ulcer where primary gastro-enterostomy was done. 
This, Dr. Woolsey said, struck him as being a rather small num- 
ber. Of these 22 cases, the Mayos had reported 5, and in addition 
to the total number, Deaver himself reported 5, making 27 in all. 

Dr. Witt1Am A. Downes said that in a case which he oper- 
ated upon in the service of Dr. Johnson at the New York Hos- 
pital during the past fall, the operation was done eight hours 
after the occurrence of the perforation. After closure of the 
perforation, there was such a degree of stenosis of the pylorus 
that a posterior gastro-enterostomy was necessary. The patient 
developed pneumonia, and died eight days later. 


FRACTURED DISLOCATED HEAD OF RADIUS. 


Dr. CLARENCE A. McWILLIAMs presented a man, forty-five 
years old, who entered the Presbyterian Hospital early in Novem- 
ber, 1908, with the history of having been injured ten days pre- 
viously. While descending a ladder he fell, and saved himself 
with his outstretched right hand. 

Upon admission to the hospital there was considerable swelling 
about the outer side of the elbow, and beneath the normal position 
of the external condyle some displaced fragment. All the move- 
ments of the arm were somewhat limited, but particularly pro- 
nation and supination of the forearm but no crepitus. An X-ray 
picture (see Fig. 1) showed a complete fracture transversely 
through the neck of the radius near its junction with the head, 
with dislocation of the fragment, so that the cup-shaped articular 
cavity on the upper surface of the radius looked directly outwards. 

A small incision was made over the outer side of the joint 
directly upon the fragment. This showed that the head of the 
radius was entirely detached from the neck, and it was easily re- 
moved. Convalescence was uneventful. 

The patient now had complete power of extension and flexion, 
and very slightly restricted pronation and supination. He had 
resumed his work as a bricklayer, although the arm was still 
somewhat weak. 

In connection with this case, Dr. McWilliams referred to 
Stimson’s statement that fractures of the neck of the radius were 
much rarer than those of the head. In his case there was also a 
triangular crack through the head, but with no fragment of it. 











Fic. 1. 





I.—Showing position of displaced fragment as determined by II. 
the injury. 


Condition of elbow after excision of detached fragment, 





Fic. 2. 





Dr. Syms'’s case of bullet in brain. 
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Dr. CHARLES N. Down, after referring to the excellent func- 
tional result obtained in Dr. McWilliams’ case, said he had seen 
several cases of fractures about the elbow-joint where fragments 
of bone were removed, mostly from the external condyles, and in 
those cases too the results were remarkably good as regarded 
function. 

BULLET IN BRAIN. 


Dr. PARKER Syms presented a boy of twelve years who was 
admitted to the Lebanon Hospital on December 31, 1908. The 
history obtained was that, while at play, one of his chums shot 
him in the head with a .22-calibre revolver, the weapon having 
been held near the forehead. The patient remembered nothing 
after the shooting. He was semi-conscious on admission. His 
face was apathetic, eyes normal, no inequality of the pupils, no 
conjunctival hemorrhage; no convulsions; reflexes normal. 

Examination.—A little to the left of the median line, over 
the nasal portion of the frontal bone, there was a small perfor- 
ated wound about the size of a pea, from which was exuding 
blood and a whitish-gray substance, presumably brain matter. 
An X-ray picture was taken (Fig. 2), which showed the bullet 
imbedded in the brain. The wound of entrance was enlarged 
and dressed, and nothing further was done. The boy made an 
uneventful recovery and thus far has had no symptoms refer- 
able to the bullet in his brain. 

The X-ray shows the bullet to be one-half inch to the left of 
the middle line, two and one-half inches above the plane of the 
occipital protuberance, and one-half inch from the posterior sur- 
face of the skull. 

Dr. Wootsey referred to a case of bullet wound of the brain 
in which the patient progressed favorably for ten or twelve days, 
and then developed symptoms of acute suppuration which proved 
fatal in spite of operation. In another case, where a man shot 
himself in the temporal region, complete blindness of both eyes 
resulted, the bullet having apparently cut the optic nerve at the 
chiasm. The man himself recovered, but he remained perman- 
ently blind. 


THE VOLUNTEER MILITARY SURGEON. 


Dr. Witrtiam G. Le BouTILiier read a paper with the above 
title, for which see page 847. 
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Dr. Down said he had once taken the opportunity to discuss 
this subject with the late Dr. Fowler of Brooklyn, who was then 
surgeon-general of the State. He advanced the idea that one 
rational aid in the solution of the problem would be to have some 
kind of hospital service connected with service in the militia. 
Many States and counties contributed towards the maintenance 
of certain hospitals, and as they also bore the expense of the 
militia, it would be perfectly rational that the men who served as 
surgeons in the latter should also serve in the hospitals, and 
it should be understood that service in these particular hospitals 
carried with it certain military obligations. The militia surgeons 
would thus obtain a considerable amount of surgical experience 
in the course of their ordinary routine work and the positions 
would be more attractive. 





Stated Meeting, March 10, 1909. 


The President, Dr. JosEpH A. BLAKE, in the Chair. 


LIGATION OF EXTERNAL CAROTID AS A PRELIMINARY TO 
EXCISION OF CARCINOMA OF TONGUE. 

Dr. FRANK S. MATHEws presented a man, fifty-five years old, 
who was operated on about a year ago for a carcinoma of the 
tongue. At the time of the operation there was an extensive 
growth involving the right side of the tongue and extending down 
towards the floor of the mouth. The complete removal of the 
involved tissue and submaxillary glands on both sides necessitated 
quite an extensive dissection, the operation occupying an hour 
and a half. The preliminary ligation of the external carotid 
rendered the operation within the mouth bloodless, and greatly 
facilitated the work within the mouth. 

Dr. Mathews said he had resorted to preliminary ligation of 
the external carotid in three cases similar to this one; in two of 
these the operation within the mouth was practically bloodless. 
In the third case, that of an old man, there was considerable 
hemorrhage which was checked with difficulty by packing. He 
showed the case to emphasize the ease and speed with which 
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extensive excisions can be performed in the mouth after ligation 
of the carotid. In the case presented he thought not more than 
five to ten minutes were used in excising the tongue and putting 
some sutures in the floor of the mouth. 


PERFORATED ULCER OF THE STOMACH. 


Dr. WALTON MartTIN presented a man thirty-two years old, 
who was admitted to the Roosevelt Hospital, in the service of Dr. 
Blake, on December 6, 1908. The history he gave was that at 
9.30 that morning, twelve hours before admission, he was seized 
with agonizing abdominal pain. He had risen, but had had no 
breakfast. The pain was situated near the navel, and was of an 
intense burning character. Later in the day it extended to the 
lower abdomen, especially to the right lower quadrant. He had 
vomited a small amount of whitish material shortly after the onset 
of the pain. The bowels had not moved for twenty-four hours. 
About half an hour after the onset of his pain he noticed that the 
entire abdomen became hard. 

Previous history: For the past year the patient had suffered 
from digestive disturbances, with pain of a burning character, 
coming on about half an hour after eating. For the past month 
the pain had been much more severe, and at times had incapaci- 
tated him for work. He had often vomited a sour material, but 
never blood. He had lost 20 pounds in weight during the past 
year. Otherwise, his past history presented no points of interest. 

On examination, the abdomen was found to be slightly dis- 
tended. Respiration was mainly thoracic. The abdomen was 
rigid and extremely tender, the tenderness being most marked 
over the right lower quadrant. The percussion note was tym- 
panitic. Liver dulness was absent. The man was poorly nour- 
ished, his expression was anxious; the legs were drawn up. His 
temperature was 100; pulse, 108; respirations, 36. The blood 
count showed 21,200 leucocytes: polymorphonuclear cells, 96 
per cent. 

At 9 o’clock, a little over thirteen hours after the onset of his 
pain, under ether anesthesia, a median incision extending from 
the ensiform to the navel was carried through the abdomen. A 
large quantity of fluid, evidently gastric content, immediately 
welled up in the wound. The stomach was drawn into view and 
a perforation about one centimetre in diameter was seen near the 
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pylorus. This was closed with Halsted mattress sutures of linen, 
and as this closure obviously considerably narrowed the pyloric 
orifice, a posterior gastro-enterostomy was rapidly carried out, 
a Murphy button being used for the anastomosis. The abdominal 
cavity was then thoroughly irrigated with normal salt solution, 
and the abdomen closed without drainage. 

The patient made an uninterrupted recovery. The button was 
passed on the seventh day. The temperature reached normal 
on the fifth day, and he left the hospital on the twenty-third day. 
He had gained about twenty pounds in weight since the operation. 


LARYNGECTOMY. 


Dr. F. KAMMERER presented a man about fifty upon whom he 
had done a total laryngectomy for epithelioma of the larynx. 
The patient came to him in October, 1908, suffering from dysp- 
noea, which necessitated a preliminary tracheotomy. The growth 
of the intralaryngeal mass had been watched by a specialist for 
several months, but no definite diagnosis had been made. A piece 
of tissue removed by way of the larynx had failed to clear up the 
situation. 

Four weeks after the tracheotomy, a laryngectomy was done. 
The patient was placed in an inclined position, his head being at 
the lower end of the table. The most troublesome part of the 
operation was the transverse section of the trachea somewhat 
above the tracheotomy wound, and the suturing of the tracheal 
stump to the skin in the lower angle of the wound. After the 
larynx was excised, it was possible to close the entire pharynx by 
buried sutures, no leakage occurring, although the patient began 
to take liquids the day after the operation. 

The tumor was much larger than a walnut, springing, appar- 
ently, from the left vocal cord. No enlarged lymphatics were 
found at the time of operation, five months ago. Since then the 
patient has gained twenty-five pounds in weight, and showed no 
signs of recurrence at present. 

Dr. Kammerer thought that the mortality after excision of 
the larynx, for some reason or other, was smaller when a pre- 
liminary tracheotomy had been done some time prior to the 
laryngectomy. This operation, he believed, should, if possible, 
consist of a transverse section of the trachea followed by suturing 
of the lower tracheal stump to the skin, 











LARYNGECTOMY. 865 


Dr. Georce E. Brewer said that from his experience with 
laryngectomy he was inclined to favor a preliminary tracheotomy, 
although he was aware that Gluck, who had the best statistics, 
never resorted to it, and only entered the trachea when he 
divided it. 

Dr. Brewer said he had operated on three cases by the Gluck 
method, and all of them died of infection of the cellular planes of 
the neck, a danger which he thought might have been avoided by 
a preliminary tracheotomy. Since then he had operated on four 
additional cases, first doing a preliminary tracheotomy and post- 
poning the laryngectomy until adhesions had formed. These 
apparently acted as a barrier to infection, and all four of these 
cases recovered. His personal experience, therefore, would lead 
him to favor a preliminary tracheotomy, doing the laryngectomy 
at a later stage. 


OPERATION FOR BRONCHIECTASIS. 


Dr. F. KAMMERER presented a woman of thirty who has been 
ill since the summer of 1906. On several occasions during the 
last three years she has been seized with chills and high fever, 
cough and expectoration, lasting for weeks. In September, 1907, 
a lung abscess was diagnosed, the eighth rib on the left side was 
partly excised, and an incision into the lung tissue was made, 
which resulted in the evacuation of purulent material, but no 
cavity of the lung was discovered. A profuse seropurulent dis- 
charge for two months followed packing of this incision; then the 
wound closed, the patient continuing to expectorate the same 
material that had been discharged from the wound. During 1908 
she was operated on three times for the relief of pent-up secre- 
tions beneath the old cicatrix, and drainage tubes were intro- 
duced, but a fistula continued to persist. 

In December, 1908, when the patient came under Dr. Kam- 
merer’s care, she had fever of a septic type. She was much 
emaciated. There was a discharging sinus on the left side of the 
thorax and she was expectorating considerable quantities of foul 
material. Under very light narcosis, assisted by morphine, four 
ribs were resected from the costal angle to the anterior axillary 
line. The pleural cavity was obliterated at this point. After 
incising through contracted and cicatricial lung tissue to the 
depth of about half an inch with the Paquelin cautery, a cavity 
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fully the size of an egg was opened, which was traversed by 
trabeculz of altered lung tissue, and into which several bronchi 
opened. There was hardly any hemorrhage from this procedure, 
but division of the various septa in the cavity necessitated ligation 
of some of the divided strands. After the lung cavity had been 
thoroughly exposed, it was packed with gauze. 

The patient’s condition caused some anxiety during the first 
week, as the sepsis only gradually subsided. Now, about three 
months after the operation, she is in excellent condition. The 
fever had entirely disappeared, and the thorax had greatly con- 
tracted following the generous resection of the ribs. There is 
an opening as large as a silver half dollar in the skin, which com- 
municates with a shallow cavity in the lung tissue. When the 
patient coughs, the lung tissue is forced into this opening, and 
muco-pus, in moderate quantities, escapes from several bronchi. 
The speaker thought that these could be closed by some plastic 
operation, and would not, in the case under consideration, demand 
resection of lung tissue to any greater extent. 

Dr. JosepH A. BLAKE said he thought the wound of the lung 
had healed and was covered with epithelium. . He expressed the 
belief that a partial resection of the lung would be necessary to 
close the wound. 


LUNG DECORTICATION AND THORACOPLASTY FOR PER- 
SISTENT THORACIC SINUS. 

Dr. CHares N. Down presented six patients illustrating the 
results of this procedure. 

Case I.—A. O’N., aged twelve. First seen in April, 1907, 
having an empyema of long standing (symptoms for two 
months). A piece of the ninth rib was resected in the posterior 
axillary line without delay, and a large amount of pus evacuated. 
On inserting the finger through the chest wall the lung could not 
be felt. 

After six weeks the amount of discharge was excessive. The 
boy was showing extreme contracture of the chest, so that he 
had marked lateral curvature. The intercostal spaces were oblit- 
erated and the chest wall was rigid. An incision was therefore 
made in the chest wall and carried up to the anterior axillary line, 
so that pieces of the eighth ribs were excised; about half an inch 
of the third; three or four inches of the tenth, and corresponding 
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pieces of the intervening ones. The costal pleura was half an 
inch thick. The ribs were much flattened in their vertical diame- 
ter, and a sinus was found running to the apex of the lung. The 
lung was so much compressed that it could not be at first distin- 
guished, but after an incision through the pulmonary pleura it 
was found and, on letting the patient come from ether enough to 
cough, it dilated considerably. The pulmonary pleura was then 
removed over an area of one by three inches and it was separated 
a little more about its edges. The lung bulged still more, so as 
almost to fill the cavity. Loose packing was inserted. There 
was no undue reaction, although there was considerable oozing 
of bloody serum. The chest healed within a few weeks and he 
was apparently in good condition. 

He was again seen September 19, 1908, a year and five 
months after his first operation. The sinus in the chest had 
opened and led to the apex of the lung. It was again exposed 
by opening the chest in the line of the old incision. The lung 
was very much contracted but expanded again after removal of 
a piece of the pulmonary pleura. A small portion of the chest 
wall was removed along the edges of the incision. Healing fol- 
lowed in a few weeks and he is now in excellent condition. There 
is no lateral deviation of the spine. The left lung and left side 
of the chest are normal. On the right side there is a respiratory 
murmur of good quality at the apex, but at the base it is harsh; 
the chest wall on this side shows only a quarter of an inch expan- 
sion and is three and a half inches less in diameter than the left. 

The short lapse of time between the first and second operations 
in this case is worthy of note. It was only six weeks, while the 
average in the writer’s cases has been fifteen months. The ex- 
treme chest contracture and lung compression indicated the futility 
of further delay, and subsequent history verified this indication. 

Case II.—Lung decortication and thoracoplasty three years 
after primary operation for empyema. The boy, who is now 
seventeen years old, had his first operation for empyema in 
1897. A few months later a second operation was done in one 
of the city hospitals, and tuberculosis was found in the pleura. 
Wound healed, but opened again, and in October, 1899, the writer 
excised a portion of five ribs, the fourth to eighth, and corre- 
sponding portions of the chest wall. 

In November, 1900, a sinus still persisting, the sinus was ex- 
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posed and the pulmonary pleura incised and stripped back. This 
lung expanded well when liberated from the pleura, although it 
had been confined for more than three years. Final healing took 
place about a year and a half later and he has remained in good 
condition ever since. Circumference of that side of the chest is 
two inches less than the other, and he has about half an inch 
expansion with his respiration. He is in good health, has no 
signs of tuberculosis and no spinal curvature. 

Case III.—Now fourteen years old. His first operation was 
February, 1900, for a neglected empyema, with a perforation in 
the anterior chest wall. A portion of thé seventh rib was resected 
in the posterior axillary line, and for about four rhonths efforts 
were made to drain the pleural cavity through this opening and 
to expand the lung by using forced expiration, aided by Wolf 
bottles. That side of the chest also became more and more con- 
tracted and he was getting lateral curvature, and since the sinus 
extended to the apex a second operation was done. 

Small portions of the ribs from the third to the ninth inclusive 
were removed. The pulmonary pleura was stripped back. The 
lung expanded and healing took place within a few weeks. He 
now has good respiratory murmur to the base of the lung on 
that side. One inch expansion. The circumference is two and 
a quarter inches less than that on the other side. No lateral cur- 
vature. He is in excellent health and is one of the best tennis 
players in the Van Cortlandt grounds. 

Case IV.—A. E., present age nine years. First operation 
for empyema March, 1904. Pieces of two ribs resected in pos- 
terior axillary line. Extreme collapse of lung. After treatment 
for about four months there was still a sinus leading to the 
apex, which on operation was found to be large enough to hold 
two fingers. A piece of pulmonary pleura was dissected, about 
one and a quarter by three inches, and pieces of ribs (fourth to 
tenth) were resected. Healing took place in two months. At 
the present time (four and a half years after operation) she is in 
excellent health, with good respiratory murmur on both sides of 
chest, the right side being about two inches less in circumference 
than the left, and having half an inch expansion. 

Case V.—Aged six. Operation similar to the other, on Sep- 
tember 11, 1908, for a thoracic sinus following an old empyema. 
She had extreme contraction of the right side of chest. Healing 
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has just taken place, and her general condition is exceilent. 
About like that of Case IV. 

Case VI.—Instead of resecting portions of the ribs, a cut 
was made along the anterior axillary line, the wound was re- 
tracted, the pulmonary pleura was incised, and the chest wall and 
ribs brought together again, careful union being made by chromi- 
gut with the exception of one rib, where silver wire was used. 
The suction apparatus was then applied, and rapid healing is pro- 
gressing. The likelihood of a good chest is better than in the 
other cases where resection of more ribs had to be made, but the 
procedure is manifestly only applicable to those cases which show 
good lung expansion. 


ABSCESS OF LIVER. 


Dr. Lucius W. Horcukiss presented a man thirty-five years 
of age, who had suffered from a large central abscess of the right 
lobe of the liver, for which drainage through the anterior chest 
wall had been secured by resection of the seventh costal cartilage. 

This case was shown to illustrate the difficulties both of diag- 
nosis and effectual treatment in these cases. The patient had 
been admitted to Bellevue Hospital a few weeks previously, at 
first to the medical wards and subsequently transferred to the 
surgical side. 

His previous history, excepting for an attack of dysentery the 
previous summer, was not material, and as the history of his 
dysentery was brought out after the operation, it was of no 
assistance in making the diagnosis. About two months prior to 
his admission, and after eating a hearty meal, he was suddenly 
seized with severe pain in the pit of the stomach. This pain lasted 
fur two days without relief. After this it was less severe, but he 
continued to suffer from it ever since, more or less, although 
his suffering was modified considerably by the character of his 
food. The pain, which came on when he woke up in the morn- 
ing, was of a griping character ; it was confined to the epigastrium, 
did not radiate, and was often relieved by a cup of hot fluid, such 
as tea. The pain always returned, though not so severely, after 
his other meals, and was always of the same character, though 
often relieved by pressure and hot drinks. While in bed the pain 
was worse when lying upon the side; also after taking solid food 
and after exercise. There was never any nausea or vomiting. 
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The bowels had remained regular until two weeks before admis- 
sion, when he had a slight diarrhoea with watery stools but no 
blood. Up to the onset of his attack his appetite had been goo1, 
but since then, in consequence of the distress caused by solid food, 
he had lived largely on a fluid diet. He had lost twenty-five 
pounds in weight, and began to feel weak and ill. He remained 
at work, however, until a week before coming into the hospital, 
when he had to give up by reason of his pain and weakness. 

Physical examination was negative, save for the discovery of 
an area of tenderness and muscular spasm over the upper segment 
of the right rectus muscle. The lower border of the liver was not 
made out, and the urinary examination was negative. He ran 
a somewhat irregular temperature, but examinations of the blood 
for malarial organisms, as well as the Calmette test, failed to give 
any aid in the diagnosis. The white blood count, however, 
showed an increased leucocytosis, and the polymorphonuclear per- 
centage was relatively high. In view of these findings, and the 
inability to make a diagnosis without exploration, he was trans- 
ferred to the surgeons. 

At this time the white blood count ranged between 12,000 and 
13,000, and the polymorphonuclears between 80 per cent. and 
82 per cent. His temperature was markedly intermittent, ranging 
from normal in the morning to 104 F., and on the day prior to 
operation it rose sharply to 105. The man looked and felt very 
sick and weak, and complained of a constant pain in the region 
of the epigastrium, where he was also very tender on pressure. 
No mass could be felt. He was thereupon prepared for opera- 
tion, with a tentative diagnosis of encapsulated peritoneal abscess 
from perforation of a gastric or duodenal ulcer. 

Operation, January 18, 1909, under ether anesthesia. The 
abdomen was opened by an incision through the right rectus 
muscle above the umbilicus, and the region of the gall bladder, 
stomach and duodenum was explored. There was nothing abnor- 
mal in any of these organs, although the peritoneum was some- 
what congested in appearance and there were some light adhes- 
ions between the pylorus, duodenum and the gall bladder. There 
was no trace of an ulcer, as manifested by external appearance, 
in either organ. Feeling then that the trouble must be in the 
liver, the fingers within the abdomen were passed up over the 
dome of the right lobe, and, just in front of the coronary liga- 
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ment, they encountered recent adhesions to the diaphragm and a 
small area of softer consistency in the substance of the organ. 
Retaining the finger in touch with this spot, an aspirating needle 
was thrust through the anterior chest wall from the front, passing 
through the sixth intercostal space on the right side and into the 
substance of the right lobe of the liver. The needle entered an 
abscess cavity, and pus was withdrawn. Keeping the needle in 
place as a guide, the abscess was exposed by excising the carti- 
lage of the seventh rib, which was just below the needle, and 
after cutting through the diaphragm, which was stitched to the 
edges of the wound, and protecting the pleural cavity (which had 
been opened) by a gauze pack, the liver was opened and a large 
quantity of characteristic pus was evacuated. The cavity of the 
abscess was explored with the finger, but it was so large that its 
full size could not be made out. After washing it out with saline 
solution a large tube was inserted, and the abdominal incision was 
closed after making a puncture for a drainage tube in the right 
flank. 

The discharge from the wound was at first moderate, but 
later it became very profuse. The lateral drain into Morrison’s 
pouch was removed on the third day, and was not re-inserted, 
as there was apparently no need for it. The discharge through 
the liver drain continued for several days, gradually diminishing 
as the cavity of the abscess filled up. The tube was finally re- 
moved on February 3, although the sinus continued to discharge 
a little until about February 27. The patient’s condition was at 
once greatly benefited by the operation; he gradually improved in 
health and strength, and when he left the hospital, on March fo, 
he had regained most of his lost flesh, his wounds were completely 
healed, and he was able to resume is work. 

Dr. Hotchkiss said this case illustrated the difficulty of 
approaching a central liver abscess in such a manner as to pro- 
vide for effectual drainage. He wished to put on record the 
anterior route, as adopted in this case, by resection of the costal 
cartilage, as a means of safely reaching and draining a central 
hepatic abscess which tends to point toward’ the diaphragm, and 
which cannot be well approached or so effectively drained by 
any of the usual methods of operation. 
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LIGATION OF THE EXTERNAL CAROTIDS, WITH REPORTS 
OF SEVEN LIGATIONS IN FOUR CASES. 

Dr. ARTHUR L. Fisk read a paper with the above title, for 
which see page 767. 

Dr. Ropert H. M. Dawsarn, referring to the difficulty of 
recognizing the external carotid, and the elaborate dissection that 
was often necessary in order to distinguish it positively from the 
internal, said his experience had taught him that a change in the 
pupil was a reliable guide to go by. Ligation of the internal 
carotid caused the pupil to contract, while ligation of the external 
produced no effect on it. 

Dr. Dawbarn said that ligation of the external carotid had 
practically no mortality, whereas, as Dr. John A. Wyeth had 
shown, ligation of the internal had a mortality of about 44 per 
cent. Personally, the speaker said he had tried the external 
carotid over one hundred times in the live subject, but that here- 
after he expected to resort to that procedure very rarely, as he 
had found that sequestration anemia, with the patient in the 
upright position, answered every purpose in operations about 
the head and face. 
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Stated Meeting, March 1, 1909. 





Dr. WittiAM J. Taytor, President, in the Chair. 





OSTEOTOMY OF FEMUR FOR HIP ANKYLOSIS. 


Dr. RicHarp H. Harte presented two patients upon whom 
osteotomy had been done for relief of ankylosis of hip in bad 
position. 

Case I.—Female, now twenty-five years of age, had tubercu- 
lous disease of the right hip when five years old. She first came 
under Dr. Harte’s care at the Orthopedic Hospital, in November, 
1904, at the age of 20 years. Her right hip was then anky- 
losed in slight adduction and marked flexion. There were scars 
of four old sinuses on the outer side of the thigh and in the 
inguinal region. She wore a shoe with a heel six inches high, 
walking with the foot in a position of extreme equinus, and having 
a marked limp. She came to the Orthopedic Hospital not for the 
deformity, but on account of pain in the hip. After being in bed 
at the hospital for one month with extension, she was discharged 
wearing a high shoe (six inches) which held her foot in normal 
position. In July, 1905, a sinus behind the great trochanter 
opened, and for this she was again put to bed in September, 1905. 

On November 23, 1905, Dr. Harte did an osteotomy below the 
lesser trochanter, with osteotomes. The thigh was brought down 
into a position of almost complete extension and slight adduction, 
to overcome the previous shortening. She remained in bed with 
extension and sand bags for nine or ten weeks, and then gradually 
resumed walking. Measurements made in March, 1906, four 
months after the operation, are recorded as follows: 

Right side, from anterior superior spine of ilium to internal 
malleolus, 28.5 inches. 

Left side, from anterior superior spine of ilium to internal 
malleolus, 30.5 inches. 

From umbilicus to internal malleolus, right, 32.5 inches. 
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From umbilicus to internal malieolus, left, 33.5 inches. 

In May, 1906, the sinus back of the trochanter closed, and has 
remained closed since. In September, 1906, the patient was again 
in bed with some pain in the hip, but since then there has been 
no pain whatever. She now walks with a barely perceptible roll, 
wearing an ordinary shoe, with not even a lift on the heel. She 
has walked thirty city squares at a time, without experiencing 
discomfort. 

Case II.—A lad, aged seventeen years, came to the Ortho- 
pedic Hospital in February, 1908. In July, 1907, he had had 
typhoid fever, being treated in St. Mary’s Hospital, the typhoid 
being followed by an arthritis of the left hip joint. He remained 
in bed in the hospital until November, 1907, and was in bed for a 
month at home after his discharge. When he first came to the 
Orthopedic Hospital, in February, 1908, he walked with a 
marked limp, with the aid of a cane. The left hip was ankylosed 
in a position of twenty degrees of flexion and twenty degrees 
of abduction, with marked external rotation, so that as the lad lay 
on the bed the outer surface of his sole rested flat on the mattress. 
In April, 1908, osteotomy below the lesser trochanter was done, 
with osteotome. He was kept in bed with extension and sand 
bags for eight or nine weeks, and when discharged was walking 
with scarcely appreciable limp, the deformity having been cor- 
rected. It has been impossible to trace this patient since his 
discharge. 

Case III.—A girl, aged fourteen years, suffered from typhoid 
fever in May, 1908, being treated at her home. A small abscess 
which formed above the right trochanter was lanced by her family 
physician. In June a large abscess developed in the left iliac 
fossa, and for this she was sent to the German Hospital, where 
the abscess, deep in the pelvis, was opened by Dr. Deaver, by an 
incision parallel to Poupart’s ligament. She was discharged 
from the German Hospital in August, and was at home for two 
weeks, when she was first brought under Dr. Harte’s care at the 
Orthopedic Hospital, September 3, 1908. There was fibrous 
ankylosis of the left hip in flexion and adduction, and she was 
put to bed with weight extension for over two months to see if 
any improvement could be obtained without operation. Examina- 
tion November 11, 1908, showed that there was a range of motion 
in the left hip, of flexion and extension, of about ten degrees, 
extension being impossible beyond 133 degrees and flexion im- 
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possible beyond 123 degrees. Very slight rotation was possible 
in flexion. There was adduction deformity of 10 degrees, and no 
abduction was possible. A photograph made at this time shows 
the flexion deformity well, as well as the scars of the incisions for 
the iliac abscess. 

Osteotomy below the lesser trochanter was done with osteo- 
tome in December, 1908, and the patient was kept in bed with 
weight extension and sand bags for eight or nine weeks. She 
now walks well without any support, only a slight limp being 
noticeable, and the thigh being in excellent position—very slight 
flexion, abduction of 15 degrees. There is no motion in the hip 
except very slight rotation. The shortening of the whole lower 
extremity is three-fourths of an inch. 

Dr. Oscar H. At is said that the point which Dr. Harte made 
in regard to supporting the upper fragment is an extremely im- 
portant one, for if the old trouble is disturbed, even if it has been 
ankylosed for twenty years, it may set up trouble and carry the 
patient perhaps to the grave. As an illustration of this he cited 
the history of a woman who when a little child went through all 
the stages of hip disease, abscess, etc., and got well. She walked 
with the traditional limp until about twenty-two or twenty-three 
years of age, attending to her work and earning a good living. 
She then married. As it was impossible for her to be delivered 
through the natural passages, she was subjected to Czsarian 
section. The operation was skilfully performed, the mother and 
child both recovering. Both are living to-day, but within one 
week of the time she was operated upon the old trouble with the 
hip began, extensive abscesses formed, and it has now gone 
through every stage of hip disease. Though Dr. Allis had re- 
sected the joint it is still suppurating ; the whole hip-joint region 
has been involved. He believed the cause of this disaster was that 
the thigh was badly adducted and flexed, and since a child is to 
be delivered by Czsarian section it is to be done in as short a time 
as possible, it is probable that an assistant in this case took the 
thigh, forcibly dragged it out of the operator’s way, breaking 
up old attachments, and doing just exactly what Dr. Harte has so 
properly warned against. 

Dr. A. P. C. AsHuurst said that there is in existence an in- 
teresting correspondence between Mr. Adams and his father (Dr. 
John Ashhurst) on the subject of this operation, and Mr. Adams 
laid particular stress on the points raised by Dr. Harte and Dr. 
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Allis, that it is not advisable to make a large wound or to disturb 
the joint too much. Mr. Adams said, in effect, that it was enough 
to make his hair stand on end to read and hear of the various oper- 
ations done under his name, in which large wounds were made, 
etc. His operation was a mere puncture made over the outer 
surface of the femur; along the tract made by this puncture he 
passed his little saw; and he sawed very gently, and did every- 
thing with neatness and precision. 


GUNSHOT WOUND OF THE BRAIN WITH REMARKABLE 
RECOVERY OF FUNCTION. 

Dr. WILLIAM J. TAYLor presented a girl of two years of age, 
who was first seen by him at St. Agnes Hospital on April 1, 1907. 
On Sunday, March 10, 1907, twenty days before, while she was 
lying in bed, her little brother fired a thirty-two calibre revolver 
within a short distance of her head. The ball entered one-half 
inch to the left of the middle line, directly over the glabella, and 
must have passed through the frontal sinus and directly backwards 
and upwards and emerged from the skull on the right side over 
the parietal protuberance at a point two and one-half inches from 
the middle line and two inches back of the mid-auricular line. 
The ball was found on the pillow by the side of her head. There 
was tremendous hemorrhage, and unconsciousness for two hours. 
There was total palsy of the left side, and on Tuesday, the wound 
having been made on Sunday, she had a series of general convul- 
sions which continued at intervals until Friday. She regained 
power in the left leg, but on the first of April, twenty-one, days 
after the injury, there was still total palsy of the left hand and 
arm. She was so young that it was very difficult to tell whether 
there was any alteration in sensation or in eyesight or taste, but 
apparently these were normal. 

On April 2, as both the wounds of entrance and exit were 
suppurating, and at the wound of exit there was quite a distinct 
swelling, she was given ether and the wound of exit explored. 
There was a hole in the skull about three-quarters of an inch in 
diameter, through which was protruding quite a distinct fungoid 
mass. At the side of this was a piece of bone detached from and 
standing at right angles to the skull. After removing this piece 
of detached bone and cutting away a few jagged fragments of 
bones, nothing further was done. Up to this time she had been 
extremely restless and unable to sleep, but almost immediately 











GUNSHOT WOUND OF BRAIN. 877 


quieted down and had good and restful nights. Very quickly 
she regained the power and control over the left arm. She was 
very anemic, having only forty per cent. of hemoglobin. By 
April 16 her color had improved, her appetite was good and 
she was taking a large quantity of various foods. She slept 
soundly all night and took a long nap in the day, and she had 
regained complete power over her left upper extremity. This 
she now used quite freely, could move the hand and arm in any 
direction and lift it high up over her head, and it was impossible 
to detect any want of control or movement in it. She was able 
to walk around by herself with perfect equilibrium and the 
wounds, both of exit and of entrance, had healed except for a 
small scab. At no time had she any rise in temperature, her con- 
valescence being absolutely uninterrupted. On May 7 the 
wound of exit discharged some pus, but this soon healed an | 
from that day to this she has remained perfectly well. There is 
no palsy, no evidence of any alteration in her intelligence or power 
of motion, there have been no convulsions or other evidence of 
brain irritation. 

He reported this case as a remarkable example of the toler- 
ance of the brain to mechanical interference. This bullet must 
have passed through the frontal sinus, through the temporal lobe 
and through the substance of the parietal lobe to its exit just 
posterior to the parietal eminence. The soft bones of the skull 
of a child of this age could not have presented sufficient resistance 
to have deflected the bullet in any way. 


TRAUMATIC ASPHYXIA. 
Dr. Duncan L. Desparp read a paper with the above title, 
including a report of a case, for which see page 751. 


CYANOSIS FOLLOWING AN EPILEPTIC SEIZURE, SIMULAT- 
ING TRAUMATIC ASPHYXIA. 

Dr. E. J. ALEXANDER read a paper with the above title for 
which see page 762. 

Dr. Joun H. Gipson said that he saw the case described by 
Dr. Despard. It was the first he ‘had ever seen. The moment 
he saw it he was struck by the resemblance it bore to that colored 
plate published in the ANNALS oF SURGERY, with the paper on th 
subject by Cobb and Beech. Although much like the photograph 
referred to, the discoloration was not as sharply defined. In this 
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case the discoloration went down on the side of the neck. The 
palsy is another interesting feature. Dr. Alexander’s case, he 
thought, was more unique, because apparently it pathologically 
simulates traumatic asphyxia very closely and differs-from the 
ordinary extravasation and discoloration seen in cases of epilepsy. 
The long duration of the discoloration differed from the ordinary 
discoloration of a bruise, as did also the way in which it faded. 
In Dr. Despard’s case, as the discoloration paled, there was 
not the slightest yellow or greenish discoloration, as takes place 
in extravasated blood. This clinical observation would tend to 
corroborate the findings on skin section made in the Cobb and 
Beech case, and in one or two others referred to by Dr. Despard, 
namely, that there is a stasis of the blood in the capillaries with 
very little extravasation into the perivascular tissue. 

Dr. Duncan L. Desparp said that it seemed to him that Dr. 
Alexander’s case belongs in the same class with traumatic 
asphyxia. The discoloration in both cases must have been due 
to the same causes. In this connection, it is interesting to recall 
the case of Perth, in which the injury was in a boy who was lying 
in a soft, sandy road, and the wheels of a cart passed over the 
abdomen alone, not injuring the thorax, so that the increased pres- 
sure in the thorax and vessels of the neck was caused by the push- 
ing up of the diaphragm and thereby increasing the intrathoracic 
pressure. In an epileptic the same condition may be produced, 
not only muscles of the thoracic wall but the diaphragm itself tak- 
ing part in the rigidity, thereby preventing respiration. The limi- 
tation of the discoloration is a question of interest. Some of those 
who have reported cases, Tardieu for instance, say that the sur- 
faces are free from the discoloration where pressure was made 
from the outside by clothing. Apparently the vessels were sus- 
tained and supported by this extravesicular pressure. The same 
thing occurred where the inspector’s cap was driven down over 
the forehead, in the case reported by Bolt. 

Dr. E. J. ALEXANDER (by invitation) said that he had had the 
opportunity of seeing another case of traumatic asphyxia occur- 
ring about the same time as Dr. Despard’s. The patient was 
admitted to the Episcopal Hospital in the service of Dr. Frazier. 
The man was in a railroad accident, having his chest caught be- 
tween two cars. He had some discoloration, as in Dr. Despard’s 
case, with bloodshot eyes, but unfortunately he died within two 
hours of admission, and there was no autopsy. 














BOOK REVIEWS. 


NIERENDIAGNOSTIK UND NIERENCHIRURGIE. By Dr. G. Kap- 
SAMMER. Part I. With 2g illustrations in text. Vienna and 
Leipzig, Wilhelm Braumiiller, 1907. 


The author of this work on the diagnosis and surgery of the 
kidney has long been the assistant of Professor von Frisch of 
Vienna. The amount of material that comes to this clinic for 
examination, diagnosis and treatment is unusually large and the 
opportunities for work are very favorable for students. In the 
preface to the first volume the author states that he has succeeded 
in establishing some facts in relation to the meaning of certain 
phenomena observed in relation to the functioning power of the 
kidneys. The question of diagnosis in diseases of the kidney is 
considered in the light of the newer methods of diagnosis ; where, 
until now, the exact diagnosis was the exception, it has become 
the rule, it makes early diagnosis and early operation possible. 
Nephrectomy, in the presence of a second diseased kidney, is made 
almost impossible. 

In the first part of the book, the author takes up the older 
methods of kidney diagnosis; the physical and chemical examina- 
tion of the urine; the functioning ability of both kidneys in rela- 
tion to each other ; cystoscopy, and the subject of ureter catheter- 
ism, with the iodine test, the methylene-blue test, the floridzin 
test, and experimental polyuria are carefully considered in their 
relation to kidney diagnosis. 

In the second part of the book, the practical application of 
modern kidney diagnosis is considered, and also the various 
surgical diseases of the kidney, showing the relationship of the 
newer methods of examination to the diagnosis and therapy 
thereof. 

At the end of the first volume is a bibliography containing 
over 1800 references, occupying 100 pages. When one looks over 
the list of this endless number of monographs that have been 
written on the subject of the functional diagnosis of the kidney, 
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it is easy to understand why so many look askance at the reports 
which are given to us. However, all these various sources of 
information have been carefully considered and the author divides 
the important features into three classes: the cryoscopic, the 
chromo-cystoscopic, and the floridzin test. Kuemmell and his 
school are most emphatic in their belief that cryoscopy is a very 
valuable method of determining the functioning ability of the 
kidney, while the author believes that it is no more important than 
the specific gravity of the urine, and bases his estimation more on 
the floridzin test, believing that histological examinations have 
proved a distinct relation to exist between the time of the appear- 
ance of sugar in the urine and the severity of the anatomical 
damage to the organ; the more severe the pathological lesion, the 
longer it takes for the sugar to appear. 

Next to the floridzin test he places the methylene-blue and 
indigo-carmine tests, but qualifies somewhat their worth. 

The second part of the book is rich in material taken from 
the clinic of von Frisch; 182 surgical cases, including tubercu- 
losis, neoplasms, calculi and pyonephrosis, are analyzed, espe- 
cially from the diagnostic point of view. 

The book is practical, and to the student of renal surgery and 
diagnosis it adds a most valuable chapter to his knowledge of 
the subject. 
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Hospital of Philadelphia, 1907 
and 1908, 839; Properitoneal, 
569; into the Retrocolic Fossa, 
572; Strangulated, Gangrenous, 
Value of Operating in Two 
Stages for, 295; Umbilical, Con- 
genital, 565; of the Umbilical 
Cord, 559; of the Vermiform 
Appendix, 516. 


Hip Ankylosis, Osteotomy of 
femur for, 873. 


Hopce, Epwarp B., Obstruction of 
Bowel after Reduction of a 
Strangulated Femoral Hernia, 
723- 

Horcukiss, Lucius W., Preven- 
tion of Intestinal Obstruction 
after Operations for Appendici- 
tis, 273; Gas-Bacillus Wound 
Infection, 561; Liver Abscess, 
860. 

Hour-Glass Stomach, 425. 


How.anpn, Joun, Study of the 
Pathology and Metabolism of 
Delayed Chloroform Poisoning, 
419. 

Humerus, Congenital Subacromial 
Dislocation of, Excision of 
Head, Result after Five Years, 
431; Fracture of the External 
Condyle of the, 712. 


Hydrocephalus, Internal, Surgical 
Treatment of, 374. 





Hydronephrosis from Abnormal 
Ureteral Implantation, 256. 
Hypernephroma of the Kidney, 
428. 

Infusion of Twelve Pints of 
Normal Saline Solution, after 
Hemorrhage, with Recovery, 
155. 

Inguinal Hernia, Strangulated, 
153. 

I 


International Society of Surgery, 
Congress of 1908, Discussion on 
Cancer of Kidney and Bladder, 
118. 

Intestinal Anastomosis, by Invagi- 
nation, 690; Lateral, with later 
Perforation of Blind End of 
Gut, 562. 

Intestinal Neurosis, 839. 

Intestinal Obstruction, after Re- 
duction of Strangulated Femoral 
Hernia, 723; due to Gall-Stones, 
717; following operation for 
Appendicitis, 838; following op- 
erations for Appendicitis, Pre- 
vention of, 192, 272; due to 
Tubal Pregnancy; 271; due to 
Volvulus, 161. 

Intestinal Suture, Interlocking, 
590. 

Intestine, Resection of, 252, 253; 
Method of, 550. 

Intussusception, Intestinal, com- 
plicating Typhoid Fever, 111, 
448. 

Iodoform Emulsion, Improved, 
721. 

Ischemic Paralysis and Contrac- 
ture of Volkmann, Nerve In- 
volvement in, 330. 


J 


Janeway, Henry H., The Serum 
Reaction in Cancer, 27. 
Jaw, Lower, Sarcoma of, 614, 734. 
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Jounson, ALEXANDER B., Tubercu- 
lar Peritonitis, 267, 268, 270. 
Jopson, Joun H., Penetrating 
Wounds of the Abdomen, 147; 
Recurrent Appendicitis after 
Operation, 285; Perforating Py- 
loric Ulcer, 724; Perforated 

Gastric Ulcers, 734. 


K 


KAMMERER, Freperic, Avulsion of 
Brachial Plexus, 137; Laryn- 
gectomy, 864; Operation for 
Bronchiectasis, 865. 

Kapsammer on Nierendiagnostik 
und Nierenchirurgie, Review of. 


879. 
Keen’s System of Surgery, Vol. 
iv., Review of, 587. 
Ketty, JAMes A., Carbolic Acid 
Gangrene of the Finger, 245; 


Cystic Dilatation of the Vermi- 
form Appendix, 524. 
Kelly and Noble’s 
and Abdominal 
view of, 585. 
Kidney and Bladder, Cancer of, 
Discussion on, at International 
Society of Surgery in 1908, 118; 
Bleeding, 628, 652; Calculus 
in, with Abscess, 840; Horse- 
shoe, containing calculi, 714; 
Hypernephroma of the, 428; 
Multiple Infarcts of, in a Child, 
Nephrectomy for, 541; Sarcoma 
of the, 429; Varix of, 652; 
Wandering, 840; Kapsammer 
on the Diagnosis and Surgery 


Gynecology 
Surgery, Re- 


of Diseases of the, Review of, | 


879. 
Kit1an1, Otto T. G., Suppurative 
Pericarditis, 142; Trephining 
for Jacksonian Epilepsy, 707. 
Knee, Buffer 
Congenital 
Knee-Joint, 
of the, 402, 


Accident of, 
Dislocation of, 276. 
Perforating Wound 


132; | 


KRETSCHMER, HERMAN L., Re- 
moval of a Gauze Sponge from 
the Scrotum Two and a Half 
Years after Operation for 
Hernia, 814. 


L 


Laryngectomy for Cancer, 864. 

Le Bouttirer, WittrAm G., The 
Volunteer Military Surgeon, 
847, 861; Thrombosis of Portal 
Vein after Appendicitis, 858. 

Le Conte, Rospert G., Gastro-en- 
terostomy in Cases of Gastric 
Perforation, 732. 

Lecueu, Ferrx, Cancer of Kidney 
and Bladder, 119. 

LEONARD, CHarites L., Effect of 
X-ray on Goitre, 579. 

Leucocyte Count and Differential 
Count in Appendicitis, Value of, 
385. 

Levin, Isaac, Plastic Surgery of 
Blood-Vessels and Direct Trans- 
fusion of Blood, 320. 

LisMAN, E., Delayed Chloroform 
Poisoning, 424. 

LILIENTHAL, Howarp, Tubercular 
Peritonitis, 266; Method of In- 
testinal Resection, 550; Arrest 
of Traumatic Hemorrhage from 
Lung, 557; Border-Line Tumors 
of the Breast, 558. 

Liver Abscess, 869; after Appendi- 
citis, 856; Carcinoma of, 834; 
Stab Wound of, 125. 


Locomotor Ataxia, The Surgical 
Treatment of, 737. 
Lunp, Frep. B., Angeiorrhaphy ; 


Suture of Wound of Femoral 
Artery and Vein, 394. 

Lung, Collapsed, Inflation of, with 
Oxygen at Moment of Closing 
Chest Cavity, after Operation, 
382; Decortication and Thoraco- 
plasty, 866; Pistol Shot Wound 
of the, 554. 
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Macewen, Joun A., Hernia of the | 


Vermiform Appendix, 516. 

MacGowan, GRANVILLE, Tubercu- 
losis of the Bladder, 78s. 

McWitirAMs, CLARENCE A., Cal- 
culi in a Horseshoe Kidney, 714; 
Fractured Dislocated Head of 
the Radius, 860. 

Mandible, Osteosarcoma of, 614, 
734: 

Martin, WALTON, Intestinal Ob- 
struction due to Tubal Preg- 
nancy, 271; The Y-Operation of 
Roux for Pyloric Stenosis, 548; 
Gunshot Wounds of the Lung, 
557; Abscess of Liver after 
Appendicitis, 857; Perforated 
Ulcer of the Stomach, 863. 





Mastanp, H. C., Operating upon | 


the Cranial Vault, 371. 
MatrHews, Frank S., Nephrec- 
tomy for Multiple Kidney In- 


farcts in a Child, 541; Fracture 


of the External Condyle of the 
Humerus, 712; Ligation of Ex- 
ternal Carotid as Preliminary to 
Excision of Cancer of the 
Tongue, 862. 

Maxilla, Superior, Crush of, 858. 

MayLArD, A. Ernest, Intestinal 
Anastomosis by  Invagination, 
690; on Abdominal Tuberculosis, 
Review of, 582. 

Mayo, Wiit1Am J., Mesocolic or 
Retrogastric Hernia, 487. 

Meckel’s Diverticulum, Murphy 
Button Retained in for Three 
Years, after Gastro-enterostomy, 
134. 

Mesenteric Cysts, Congenital, 618, 
734- 

Mesentery, Technic of Tying off, 
in Doing a Resection of Intes- 
tine, 591. 


Mesocolic Hernia, 487. 





Meyer, Witty, Splenectomy for 
Splenic Anemia, 258; Stricture 
of (Esophagus, 260; Pericardi- 
otomy for Tuberculous Effusion, 
261; Trendelenberg’s Operation 
for Pulmonary Embolism, 264; 
Resection of Stomach for Malig- 
nant Pyloric Stricture, 551; Re- 
sult One Year after Operation 
for Sarcoma of Acoustic Nerve, 
552; Exposure of Lungs under 
Differential Pressure, 556; Bor- 
der-Line Tumors of the Breast, 
558. 

Military Surgeon, The Volunteer, 
847, 86r. 

Miter, Morris Boor, Perforated 
Gastric Ulcer, 7209. 

Mumrorp, James G., Surgical 
Memoirs and other Essays, Re- 
view of, 447. 

Mumrorp, James G., Studies in 
Cancer—Historical and Critical, 
I. 

Murphy Button retained in a 
Meckel’s Diverticulum for Three 
Years after a Gastro-enteros- 
tomy, 134. 

Murray, Francis W., Splenec 
tomy for Pistol-shot Wound, 
712; Diagnosis of Calculi in 
Kidneys and Ureter, 720. 

Musser, Joun H., Value of Cam- 
midge Reaction in Diagnosis of 
Pancreatic Disease, 293. _ 


N 


Nassau, CuHaries F., Gunshot 
Wound of Abdomen, 143; Acute 
Carcinoma of Breast, 152. 

Neck, Adenolipoma of, Symmetri- 
cal, 258. 

Nephralgia, 628. 

Nephrectomy for Multiple Kidney 
Infarcts in a Child, 541. 

Nephrotomy, for Ureteral Obstruc- 
tion, 713; for Renal Varix, 652. 
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Nerve Involvement in Ischemic 
Paralysis and Contracture of 
Volkmann, 330. 

New York Swurcicat Society, 
Transactions of, 125, 248, 265, 
419, 541, 560, 707, 856, 862. 


Nicoit, James H., Operative Tech- | 
nic of Carcinoma of Penis 240. | 


O 


(Esophagus, Stricture of, Gastric 
Fistula for Twelve Years, 260. 

Omental Cyst, 427. 

Operative Surgery, Textbook of, 
by Warren Stone Bickham, Re- 
view of, 444. 

Osteotomy for Hip Ankylosis, 873. 


Oxygen, Intra-Abdominal Admin- | 


istration of, 305. 


P 


Pancreas, Disease, Value of Cam- 
midge Reaction in Diagnosis of, 
183, 293. 


Pancreatitis, Acute Hemorrhagic, | 


248; Acute, 292, 834. 


Pathology, General, Review of | 


Ziegler’s Text book on, 441. 
Pease, Georce N., The Value of 
the Leucocyte and Differential 
Counts in Appendicitis, 385. 
Peck, CHARLEs H., Resection of 
Ileum for Murphy Button re- 


tained in a Meckel’s Diverticu- | 


lum, 134; Suture of Stab Wound 


of Heart, 135; Carcinoma of 


Rectum, 1309. 


Pelvis, Fracture of the, with Rup- 
ture of the Abdominal Wall, 


433; Fracture, with Laceration | 


of Urethra, 86; Fractures of the, 
573. 

Penis, Carcinoma of, Operative 
Technic for, 240; Complete De- 
nudation of, 238. 


Pericarditis, Suppurative, 60, 142. 

Pericardiotomy for Tuberculous 
Effusion, 261. 

Peritonitis, Extensive, 709; Tuber- 
cular, 265. 

Puetps, CuHaries, Analytical and 
Statistical Review of One Thou- 
sand Cases of Head Injury, 
449, 593. 

PHILADELPHIA ACADEMY OF SwurR- 
GERY, Transactions of, 143, 276, 
425, 723, 873. 

PitcHer, Paut M., Cystoscope for 
Catheterizing the Ureters, 218; 
Renal Varix—Angiomatous Dis- 
ease of the Papille Renales, 652. 

Popes and Science, By James J. 
Walsh, Review of, 445. 

Powers, CHartes A., Complete 
Denudation of the Penis, 238. 

Procidentia Recti; Treatment by 
Excision, 681. 

Proctoclysis, Apparatus for, 404, 
440. 

Properitoneal Hernia, 569. 

Prostatic Abscess, Observations on 
the Pathology and Operative 
Treatment of, 533, 563. 

Prostatectomy, 841; Relative 
Merits of Suprapubic and Per- 
ineal, 296; Suprapubic, Case of, 
255. 

Pulmonary Embolism, Trendelen- 
burg’s Operation for, 264. 

Pyloric Stricture, Resection of 
Stomach for, 55r. 

Pyloric Stenosis, Roux’s Operation 
for, 548. 

Pyloric Ulcer, Perforating, 724. 

Pylorus, Carcinoma of, 425. 


R 


Radius, Head of, Fractured and 
Dislocated, 860. 

Radius and Ulna, Compound Frac- 
ture of, with Gas-Bacillus In- 
fection, 561. 
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Rectum, Anus and Sigmoid Colon, 


Diseases of, Review 
Swinford Edwards on, 301. 
Rectum, Carcinoma of, 139; In- 
troduction of Salines into the, 
Apparatus for, 404, 440; Proci- 

dentia of, 681. 

Renal and Ureteral Calculi, Obser- 
vations on, 670, 718. 

Renal Varix, 652. 

Retrocolic Hernia, 572. 

Ripera y Sans, Jost, Cancer of 
Kidney and Bladder, 123. 

RICHARDS, 


| 


of F. | 


A. N., Study of the | 


Pathology and Metabolism of | 


Delayed Chloroform Poisoning, 


419. 

Roserts, Apert J., Typhoid 
Fever with Multiple Perfora- 
tions; Recovery after repeated 


Operations, 392. 

Rogerts, JoHN B., Congenital Dis- 
location of the Knee, 276; Op- 
erating in Two Stages in Stran- 
gulated Hernia with Threatening 
Gangrene, 295; Result Five 
Years after Excision of Humeral 
Head for Congenital Subacro- 
mial Dislocation of Humerus, 
431. 

Rockey, A. E., Operations involv- 


ing Free Opening of the Thorax; | 


Inflation of Collapsed Lung, 382. 
RopMan, Witi1Am L., Acute Car- 
cinoma of Breast, 150; 
gulated Inguinal Hernia, 153; 
Appendicostomy for Chronic 
Dystentery, 155; Carcinoma of 
Pylorus; Hour-Glass Stomach, 
425; Perforating Typhlitis, 425; 
Sarcoma of Breast, 426; Perfor- 
ation of Femoral Artery by 


Osteophyte, 427; Omental Cyst, 
427; Diseases of the Breast, Re- 
view of, 299. 

Rocers, JoHN, Injury of Ureter 
duriag Hysterectomy, 560; Ex- 
tensive Peritonitis, 709. 


Stran- | 
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Ross, Grorce G., Recurrent Acute 


Appendicitis after Operation, 
277. 

Roux’s Operation for Pyloric 
Stenosis, 548. 

Rovsinc, TuHorKiLp, Cancer of 


Kidney and Bladder, 118. 


S 


Salpingo-Odphoritis, Cases of, 
845. 

Sarcoma of Breast, 426, 428; of 
Forearm, 101; of the Kidney, 
429; of Mandible, 614, 734. 

Saxon, Gorpon J., Apparatus for 
the Introduction of Salines into 
the Rectum, 404, 440. 

ScHwyzeEr, ARNOLD, Essential He- 
maturia and Nephralgia, 618. 
Scrotum, Removal of Gauze 
Sponge from, Two and a Half 
Years after Operation for 

Hernia, 814. 

Scupper, CHartes L., Excision of 
the Shoulder Joint, 696. 

Serum Reaction in Cancer, 27. 


SHoser, Jonn B., Cystitis and 
Ulceration of the Bladder in 
Women, 777. 


Sitvex, Davin, Modification of the 
Bradford Frame for Treatment 
by Suspension of Fracture of 
the Femur in Young Children, 
105. 

Sitting Posture after Operations, 
Apparatus to Facilitate, 410. 

Shoulder Joint, Amputation for 
Traumatic Emphysematous Gan- 
grene, 286; Excision of, 606. 

Skull, Cases of Compound De, 
pressed Fracture of the Skull, 
543; Fractures of the, 449; 593; 
Vault of, Operating upon, 371. 

Skin-Grafts, Splinting, Method of, 
416. 

S.tuss, Joun W., Emergency Sur 
gery, Review of, 302. 
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SmirH, O iver C., Intestinal In- 
tussusception Complicating Ty- 
phoid Fever, 111. 

SPEESE, JoHN, Sarcoma of Breast, 
428. 

Splenectomy, for Ruptured Spleen, 
711; for Splenic Anemia, 258. 
Stomach, Carcinoma of, 836; Can- 
cer of, with Hour-Glass Con- 
striction, 425; Perforated Ulcer 
of, 858, 863; Resection of, for 

Pyloric Stricture, 551. 
Stewart, Francis T., Congenital 


Umbilical Hernia, 565; Properi- | 


toneal Hernia, 569; Retrocolic 
Hernia, 572. 


Succes, Frank, An Interlocking | 


Suture, 590. 
Suprarenal Gland, Cyst of, 125. 


Surgery, Its Principles and Prac- | 
tice, System of, edited by W. W. | 
| Transfusion of Blood, 320; Modi- 


Keen, Review of, 587. 

Surgical Memoirs and Other Es- 
says, by James G. Mumford, Re- 
view of, 447. 

Syms, ParKeEr, Cases of Compound 
Depressed Fracture of the Skull, 
543; Appendicitis, Portal Phle- 
bitis and Abscess of the Liver, 
856; Crush of Superior Maxilla, 
858; Bullet in the Brain, 861. 


T 


Table for Operations of Head and 
Neck Cases, 159. 

TayLor, Witt1am J., Acute Carci- 
noma of Breast, 153; Goitre as 
affected by the X-Ray, 578, 580; 


Gunshot Wound of the Brain, 


876. 
Testicle, Tuberculosis of the, 800. 
Tuomas, JoHn JenxKS, Nerve In- 


volvement in the Ischemic Pa- | 


ralysis and Contracture of Volk- 


mann, 330. 
Tuomas, J. Lynn, Vas Deferens | 
Anastomosis, 303. 


Thoracoplasty and Lung Decorti- 
cation, 866. 

Thorax, Operations involving Free 
Opening of the, 382. 

Thyroid, Aberrant, 56. 

Tongue, Excision of Cancer of, 
with Preliminary Ligation of 
External Carotid Artery, 862. 

Torrance, Gaston, Perforating 
Wound of the Knee-Joint, 402. 

Torrey, P. G. Intravenous Infu- 
sion of Twelve Pints of Normal 
Saline Solution for Hemorrhage, 
155. 

Tracheotomy as a Preliminary to 
Laryngectomy, 86s. 

Traction Apparatus for Treating 
Fractures of the Femur and for 
various Orthopedic Operations, 
107. 


fied Tube for Direct, 115; Pre- 
operative, 140. 

Traumatic Asphyxia, 751; Simula- 
ted by Stasis Cyanosis of 
Epilepsy, 762, 877. 

Trephining for Epilepsy, 707. 

Tubal Pregnancy causing Intesti- 
nal Obstruction, 271. 

Tubercular Peritonitis, 265. 

Tuberculosis, Abdominal, Review 
of Maylard on, 582; of the 
Bladder, 785; of Epididymis and 
Testicle, Surgical Treatment of, 
800. 

Typhlitis, Perforating, 425. 

Typhoid Fever, Complicated by In- 
tussusception, 111, 448; with 
Multiple Perforations; Recovery 
after Repeated Operations, 392. 


U 


Umbilical Cord, Hernia of the, 
559. 
Umbilical Hernia, Congenital, 565. 
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Ureter, Abnormal Implantation 
of, causing Hydronephrosis, 256; 
Injury of during Hysterectomy, 
560; Obstructed by Calculus, 841. 


Ureteral Obstruction, Nephrotomy | 


for, 713. 


Ureteral and Renal Calculi, Ob- | 


servations on, 670, 718. 
Ureters, Cystoscope for Catheter- 
izing the, 218, 225. 
Urethra, Restoration of Perineal 
Portion of, after Destruction by 
Fracture of the Pelvis, 86. 


Urinaires, Traité des Maladies des 


Voies, Desnos et Minet, Review | 


of, 585. 

Uterus, Displacements of, 843; 
Fibroid of, 843; Chronic Inflam- 
mation of, 844. 


V 


Vagina, Prolapse of, 844. 
Vas Deferens Anastomosis, 303. 


Venas_e, C. S., Technic of Tying | 


off the Mesentery in doing a 
Resection of Intestine, 5or. 

Vocal Cord, Temporary Paralysis 
of, after Excision of Cervical 
Lymph-nodes, 290. 

Volkmann’s Ischemic Paralysis 
and Contracture, Nerve Involve- 
ment in, 330. 

Volunteer Military Surgeon, 847, 
861. 


Volvulus causing Intestinal Ob- 
struction, 161. 

Vomiting, Continued, Gastro-en- 
terostomy for, 249. 


Ww 


Wa ker, Joun B., Accidents in 
Hernia Operations, 264. 

Watsu, James J., The Popes and 
Science, Review of, 445. 

Watson and Cunningham on Dis- 
eases and Surgery of the Genito- 
Urinary System, Review of, 735. 

Wuarton, Henry R., Fractures 
of the Pelvis, 573; Large Gall- 
Stone from Common Duct, 576. 

Wuitinc, A. D., Apparatus for 
Proctoclysis, 440. 

Wotr, CuHartes L., Delayed 
Chloroform Poisoning, 423. 

Woop, Atrrep C., Giant-Cell Sar- 
coma of Forearm, 1Iot. 

Wootsey, Georce, Observations on 
Renal and Ureteral Calculi, 670, 
718; Abscess of Liver after Ap- 
pendicitis, 857; Acute Perfora- 
tion of Gastric Ulcer, 858; Bul- 
let Wound of Brain, 861. 


xX 
X-Ray, Effect of, upon Goitre, 578. 


Z 


| Ziegler on General Pathology, Re- 
view of, 441. 
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exhausting diseases employ 


Fellows’ Syrup 








of 
Hypophosphites 


Contains—Hypophosphites of Iron, 
Quinine, Strychnine, Lime, 
Manganese, Potash. 





Each fluid drachm contains the 
equivalent of 1-64th grain of 
pure strychnine. 


Special Note.— 





Fellows’ Hypophosphites 
is Never Sold in Bulk. 


Medical letters may be addressed to 
The Fellows Company of New York, 
26 Christopher St., New York. 


When writing, please mention ANNALS OF SURGERY, 
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Ts: = ERTAIN as it is that a single acting cause can bring 
heirs 4 about any one of the several anomalies of menstrua- 
Fl (wees tion, just so certain is it that a single remedial agent 


i 


—§if properly administered—can effect the relief -of 
any one of those anomalies. 

@ The singular efficacy of Ergoapiol (Smith) in the 
various menstrual irregularities is manifestly due to its prompt 
and direct analgesic, antispasmodic and tonic action upon the 
entire female reproductive system. 


 Ergoapiol (Smith) is of special, indeed extraordinary, value in 
such menstrual irregularities as amenorrhea, dysmenorrhea, 
menorrhagia and metrorrhagia. 

@ The creators of the preparation, the Martin H. Smith 
Company, of New York, will send samples and exhaustive 
literature, post paid, to any-member of the medical profession. 


2 





















The personal claims of a manufacturer may be regarded as partisan, but 
when a manufacturer makes no claims for his product, contenting himself 
with presenting the consensus of opinion of thousands of physicians, his state- 
ments merit consideration and his product deserves investigation from those 
members of the profession who have not used it. 





Clinical Results Prove Therapeutics | 


and clinical results, reported by thousands of successful practitioners, 
demonstrate that 





VALVULAR HEART TROUBLE 


A nasar ee in ASCITES AND ANASARCA 


(Oxydendron Arboreum, Sambucus Canadensis, and EXOPHTHALMIC GOITRE 
Urginea Scilla) BRIGHT’S DISEASE 


Gives Relief in CIRRHOSIS OF THE LIVER 


Use Anasarcin in any obstinate case and note results. 





Trial quantity and THE ANASARCIN CHEMICAL CO. 
literature on request, Winchester, T 
to physicians only. ee 


Messrs. Thos. Christy & Co., London Agents. 
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He has two Good Legs 


Both made by MARKS 


Although a man may lose both his legs, he is not necessarily 
helpless. By using artificial legs of MARKS’ PATENT he can be 
restored to usefulness. One of these engravings is from an instan- 
taneous photograph of a man ascending a ladder. He has two 
artificial legs substituting his natural ones, which were crushed in 
a railroad accident and amputated. With MArKs’ PATENT rubber 
feet he can ascend or descend a ladder, balance himself on the rungs, 
and have his hands at liberty. He can work at a bench and earn 
a good day’s wages. He can walk and mingle with persons with- 
out betraying his loss; in fact he is restored to 
himself for all practical purposes. 











With the old method of complicated ankle 
joints, these results could not be so thoroughly 
attained. 


Over 36,000 in use, scattered in all parts 
of the world. 


&, 
\y 


yy: 


xh) 


Dy 


Purchased by the United States Government 
and many foreign governments. 


Send for Manual of Artificial Limbs, con- 
taining 432 pages, with 724 cuts. Instructions 
are given how to take measurements and obtain 
artificial limbs without leaving home. 


A. A. MARKS, newYorc'ts.a. 


Established 56 years 





























ANTIKAMNIA & SALOL TABLETS 


Hare says ‘‘Salol renders the intestinal canal antiseptic and is the most 


valued drug in intestinal affections.” The anodyne properties of antikamnia in 


connection with salol render this tablet very useful in dysentery, indigestion, 
cholera morbus, diarrhcea, colic, and all conditions due to intestinal fermentation. 


ANTIKAMNIA & CODEINE TABLETS 


Especially useful in dysmenorrhcea, utero-ovarian pain, and pain in gen- 
eral caused by suppressed or irregular menses. This tablet controls the pains 
of these disorders in the shortest time and by the most natural and economic 
method. The synergetic action of these drugs is ideal, for not only are their 
sedative and analgesic properties unsurpassed, but they are followed by no un- 
pleasant effects. 

The efficacy of this tablet in all neuroses of the larynx is also well known. 
pr Pia. and colds, coryza and la grippe they will always be found of inestim- 
able value. 


THE ANTIKAMNIA CHEMICAL COMPANY 


ST. LOUIS, U. S. A. 
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DR. R. B. WAITE’S 
ANTISEPTIC 
LOCAL ANAESTHETIC 


For painless operations in all minor 
surgery. 


IT ALWAYS WORKS 


IT ALWAYS WORKS WELL—IT ALWAYS WORKS 
WITHOUT DANGER—IT NEVER DETERIORATES 


It is not one quality alone, but the com- 
bination of qualities all equally excellent, 
which have won for Dr. R. B. Waite’s 
Local Anesthetic the title of 


“THE BEST IN THE WORLD” 


We are now putting the finishing touch 
to this combination of perfections in local 
anesthetics by hermetically sealing the 
same in glass ampules, each containing 
1% C.C., packed 12 ampules to the box. 

If you will give it a good, honest trial, 
you will be convinced that Waite’s is the 
only perfect local anesthetic. To this 
end, we will furnish 


FREE FOR TRIAL 


one full ounce dollar bottle, or one box of 
12 ampules, upon receipt of 25 cents to 
cover the expense of packing and postage. 


Prices: 1 0z., $1.00; 6 oz., $5.00; 
12 oz., $10.00; 20 oz., $15.00 


1 box, 12 ampules (11% C.C. each), $0.75 ; 
12 boxes, $7.50 


Manufactured only by 


The Antidolar Mfg. Co. 


4 Main St., Springville, N. Y. 








| 


| 








Announcement 








GENERAL INDEX TO 
THE FIRST FIFTY 
VOLUMES OF THE 
ANNALS OF SURGERY 


UUUU 


N response to the repeated re- 
quests which have been re- 
ceived from many sources dur- 
ing recent years for a General 

Index to the Annals of Surgery from 
the beginning of its publication, the 
publishers announce that they propose 
to signalize the completion of the 
fiftieth volume of that periodical by 
issuing a complete index to the entire 
series of fifty volumes. It is estimated 
that this will make an octavo volume 
of about 300 pages. 

Such an index will unlock for 
ready reference a series of volumes in 
which are contained many of the most 
important contributions to surgery made 
by English-speaking surgeons during 
the past twenty-five years. In addition 
to these, it will make accessible to the 
surgeon English translations in absiract 
of many other important papers in all 
tongues. : 

The price of this Index Volume 
will be three dollars and fifty cents 
including delivery charges. In order 
that they may have some criterion as 
to the size of the edition of the Index 
to be printed, the publishers request 
that all who desire the Index favor 
them with a statement of that fact at 
the present time. 


ANNALS OF SURGERY, 
227 South Sixth Street, 
Philadelphia. 
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Nature’: $ method of providing against the admission 


of septic matter is by plastic infiltration, then follows an 


Effort to wash out the offending matter by an 


exudation of serum. 

















To obstruct this wise system by the 


use of escharotic antiseptics, acts to 


Produce conditions 
which have the effect of 
delaying 


Resolu- 
tion 


Glyco- 
Thymoline 
Aids nature in her pro- 
cess of repair, maintaining 
the fibrin in soluble form, stimu- 
lating capillary circulation, fostering 
and sustaining cell growth, resulting in 
the rapid formation of healthy granulations. 

A practical dressing for all wounds, burns, 
and ulcerated conditions. 


SAMPLES AND LITERATURE IF YOU MENTION 
THIS JOURNAL. 


KRESS @ OWEN CO. 
210 Fulton Street New York 


APPLIED TO THE MOTOR 


Teacher: ‘‘What do you mean by the 


e e 9 
Physicians 
‘quick and the dead’ ?”’ 


Liability Insu rance Boy: *‘ Well, the quick get out of the way 


OUR POLICIES PROVIDE AS FOLLOWS of the motor-cars, and the dead don’t!” 
1st— Any suit for alleged malpractice (not 
criminal), any error, mistake or neglect 


for which our contract holder is sued, | 7 e The WA LKEASY 


whether the act or omission was his own 


June Lippincott’ s. 








or that of an assistant—is defended. | ARTIFICIAL LEG 
a“ : Our Art Catalog contains valuable informa- 
2nd — Defense to the courts of last resort, tion on Careand wry Stump Prepara- 
it necessary, all at our expense, with no tory to applying an Art Limb. How Soon to 
terpenes I Apply. Art Limbs for Children. Directions 

nit as to amount. for Self-Measurement, etc., etc. 
3rd—lIf we lose, we pay, to the limit agreed Geonae R. Futter 'Co.., Rocuaeren, N.Y. 
c ; Branehes, ffalo, Bosten, Philadelphia 


upon in the contract. 
THE FIDELITY AND CASUALTY 
COMPANY OF NEW YORK | SAL HEP ATICA 
7 ‘+E F. SEWARD. Presiden For pre ng an 
1876 nee Tits ey 1008-0 | Ce escwe ammevete 





ASSETS, Dec. 31, 1908, - - $8,649,885.66 
LOSSES PAID to Dec. 31, 1908, $29,195,835.85 MINERAL WATER 
DIRECTORS: Superior to the Natural, 
Dumont Clarke, Wm. J. Matheson, Containing the Tonic, Alterative and 
Wm. P. Dixon, Alexander E. Orr, Laxative Salts of the most celebrated 
Alfred W. Hoyt, Henry E. Pierrepont, Bitter Waters of Europe, fortified by 
Geo. E. Ide, Anton A. Raven, the addition of Lithia and Sodium 
Frank Lyman, John L. Riker, | Phosphate. 
W. G. Low, W. Emlen Roosevelt, 
J. G. McCullough, Geo. F. Seward. BRISTOL-MYERS CO. 
Principal Offices, 97-103 Cedar Street, New York 277-279 Greene Avenue, 
Agenis in all Considerable Towns. BROOKLYN -NEW YORK. a 
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URGICAL APPLIANCES 


SKILFULLY MADE 


S 
































"96, 
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pi 
Our complete 
catalogue will 
interest you. 
Send for it 
= to-day. | 
y ° , 
Ly 
S 








POMEROY COMPANY 














34 East 23rd St. NEW YORK 
TRACE 
Che **‘Master’’ Mey Puit on 
= MARK Like Boots. 
? Elastic 

$ a o Physicians 
Stockings a a 
Heavy Silk Fine Silk Tread 
Garter Stocking, A to E, $3.56 $3.00 $1.88 
Garter Legging, C to E, 2.62 2.25 1.65 
Knee Stocking, A toG, 5.62 4.87 3.37 
Knee Legging, CtoG, 4.69 412 3.15 
Knee Caps and Anklets, 2.25 2.06 1.57 


On receipt of prite we deliver the goods by mail. 





Pomeroy Company 
34 E, 23rd St. 
New York 







Write for Catalogues 
on Orthopedic Instru- 
ments, Elastic Steck. 
ings, Supporting 
Belts, Crutches, 






lace Circumferences 
opposite corresponding S Pay 
pain’s on the cut. Sive F 

ng.h from floor to F. es 
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QUILTED 
Mattress Pads 





A" acknowledged luxury for the 
bed, and endorsed by physi- 


cians for the nursery and for obstet- 
rical purposes. These Pads are made 
of bleached white muslin, both sides 
quilted, with white wadding of the 
best grade between. 





Keeps bed clean and sweet, mat- 
tress in a sanitary condition. Restful 
to sleep on. Saves labor and money. 
Babies can be kept dry and in com- 
fort. Easily washed. 


Send for sample. 


Made in fourteen sizes. The 
popular sizes are: 18x34, 27x40, 
36x76, 42x76, 54x 76. 


For Sale in Dry Goods Stores 





The Excelsior Quilting Co. 


1§ Laight Street, New York City 
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Obviate biliary infection and stagnation 
Ss Reduce swelling and spasm of the gall-ducts 
= Modify calculi and favor their expulsion. 





tet: Render the urine antibacterial, clear, acid 
nts Lessen gonorrheal difficulties (tenesmus) 


ides 


ad Diminish the occurrence of complications. 





Relieve hemorrhoidal pain and congestion 
Exert a tonic action on inflamed mucosae 
Promote healing of the vascular structures. 


aw/ Literature tom = Schering &Ytals, New Vork. Te 
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ERICKSON ARTIFICIAL LEGS 

















Elastic Surgical 
Appliances 


nat- 
tful 


ey. 
»m- 


The Erickson Slip-Socket Leg 
was invented by Mr. Erickson to relieve his own suffer- 
ing. The movable socket prevents all friction and 
chafing tothe stump. ‘The improved ankle- and knee- 
joints, and elastic felt foot make the limb easy to 
manipulate. The appliance is light, without compli- 
cated parts, and is durable. We guarantee to fit 
perfectly from measurements taken at the home by 
the attending surgeon. Send for formula for takin 
measurements and complete catalogue giving cuts ond 
descriptions of legs and arms, also CARE AND TREAT- 
MENT OF THE STUMP. : 
Elastic Stockings, Abdominal | 
Belts, etc., are made from the heaviest grade of 
silk elastic. Every article is made to order, which 
means a perfect fit. VARICOSE VEINS, SWOLLEN OR 
Weak Lips, are greatly benefited, and in many cases 
cured, by elastic hosiery. ELastic BELTs recommend 
Send for descriptive cir- 


themselves in particular to CoR- 
culars and measuring formula. : 


PULENT PEOPLE, to patients 
E. H. ERICKSON ARTIFICIAL LIMB CO. 


The 
40, 


res 


after ABDOMINAL SURGERY, and 
in following up all the various 
conditions existing BEFORE 
AND AFTER CHILD-BIRTH. 














The World's Largest 15 Washington Ave., 
Leg Factory North Minneapolis, Minn. 
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Surgical Knives 


If you want the best 
knife to be had ask your 
dealer or send to us for 


Aesculapius Knives 


and look for our trade- 


mark 
‘ey 








To avoid damaging the 

edges of your knives use the 

Grosse Sterilizing Tube 
with metal knife-holder. 

Absolute sterilization guaranteed 
and the edge protected. 
THE KNY-SCHEERER CO. 

404 West 27th St., New York City 











73° fo 25° 


LIPPINCOTT’S 
MAGAZINE 


never sells for less than 25c. 
acopy. but we want you to 
know how good it 7s. Send 
us 25c. for a ¢rial trip, and 
we will mail you three issues 
of this great magazine, con- 
taining three first-class com- 
plete novels, sixteen strong 
stories, fifty pages of new 
humor, and fifteen remark- 
able articles. Send to-day. 
Our current tssue ts fine. 





Lippincott’s Magazine 
East Washington Square 
Philadelphia - Penna. 











Clinical 





Nervous 


Exhaustion 





Neurasthenia is so often the all important 
factor in the development of many, if not 
all of the usual functional diseases of the 
body, that it should never fail to receive its 
full share of attention in any consistent 
scheme of treatment. That 


CRAY'S CLYCERINE TONIC COMP. 


is of unexcelled value as a nerve tonic, is 
known by countless successful clinicians. 
It enables the patient to eat, digest and 
assimilate food; favors natural refreshin 
sleep without the use of hypnotics, an 
gradually but progressively builds up new 
Vitality and nerve force. 


Samples and literature on request. 


THE PURDUE FREDERICK CO. 
298 Broadway, New York City: 








Note 
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The Success of Listerine 
is based upon Merit 


HE manufacturers of Listerine are proud of 
@ Listerine— because it has proved one of the 
most successful formulze of modern pharmacy. 


This measure of success has been largely due 
to the happy thought of securing a two-fold anti- 
septic effect in the one preparation, i. e., the 
antiseptic effect of the ozoniferous oils and ethers, 
and that of the mild, non-irritating boric acid radical 
of Listerine. 


Pharmacal elegance, strict uniformity in constitu- 
ents a.- methods of manufacture, together with a 
certain superiority in the production of the most 
important volatile components, enable Listerine to 
easily excel all that legion of preparations said to 
be “something like Listerine.” 


“The Inhibitory Action of Listerine,” a 208-page book, descriptive of the 
antiseptic, and indicating its utility in medical, surgical and dental 
practice, may be had upon application to the manufacturers, 
Lambert Pharmacal Compeny, Saint Louis, Missouri, 
but the best advertisement of Listerine is— 
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A FEW SUGGESTIONS IN THE TREAT- 
MENT OF WASTING DISEASES 
AND FEVERS 


Iron, administered in any form, impreves 
the blood’s condition by increasing the red 
blood-cells and their power of carrying 
oxygen. As a result, the patients begin to 
pick up; but this is the result largely of 
stimulation, and, if persisted in on chronic 
cases, will often meet with reaction. In- 
organic iron does not feed the newly born 
cells, simply stimulates. A close microscopic 
study of blood will demonstrate that many 
new cells never reach maturity. The fault is 
that inorganic iron does not ‘contain the 
essential elements of nutrition. In mild 
anzmia and general debility this is not al- 
ways so; only in old chronic conditions, 
where the nutrition of the body has become 
greatly impaired. General tonics affect in a 
like manner through different sources. Pre- 
pared foods have their usefulness, but, with 
one exception, toa very limited degree. One 
is rich in a certain element of nutrition, and 
deficient in others; another will be abundant 
in other elements and lack what the other 
had, therefore in advanced stages of anzemia 
and malnutrition their usefulness is limited. 

Where Bovinine is administered a result of 
this kind does not happen, for the reason 
that it contains every element of nutrition, 
together with normal organic iron, which is 
more readily assimilated than inorganic iron, 
does not constipate or over-stimulate the 
young cells, consequently, there can be no 
form of malnutrition or anzemia that is not 
fully and completely met, whether it be local 
or general. Bovinine is a thoroughly sterile 
preparation, gently stimulant, and requiring 
little or no digestion, a point of great impor- 
tance in the treatment of all chronic condi- 
tions, wasting diseases, and fevers. 


SCIATICA 

‘* One of the most common causes of sciatica 
is rheumatism ; so often, indeed, is this the 
causative influence that some writers include 
it among the varieties of rheumatism,’’ says 
Dr. U. C. Underwood, of Louisville, Ky. 
‘“®he treatment of the affection,’’ he states, 
‘includes remedies to counteract the consti- 
tutional factor at work in the production of 
the disease and measures looking to the relief 
of the pain. As anodynes, opium is to be 
studiously avoided in all cases. Antikamnia 
is a reliable anodyne, which does not pro- 
duce cardiac depression and will give relief 
without injurious after-effects. In sciatica 
it is best given in tablet form, with salol. 


SURGERY 





ADVERTISER 

One antikamnia and salol tablet every two 
to four hours will act both as a curative and 
anodyne. : 

‘*Mr. S. P., age 39, applied for treatment 
for a most distressing case of sciatica. This 
gentleman was so racked with severe pain 
that he could not attend to business, and had 
to give up all work and was now confined to 
bed. He drank largely of buttermilk and 
took antikamnia and salol tablets. These 
tablets kept him free from pain, and after 
ten days’ regular employment of the treat- 
ment he was able to go about his business. 

‘‘Jennie G., age 19, had severe sciatica, 
which extended all along the course of the 
sciatic nerve. She suffered a great deal and 
could not attend school and had been almost 
an invalid. She was put on antikamnia and 
salol tablets—one every two hours for the 
first three days and one every four hours 
thereafter. She began also to take a cod- 
liver oil emulsion about the tenth day. She 
recovered entirely within a period of four 
weeks. Now, after a lapse of four months, 
she has had no recurrence of the disease.’’ 

SUMMER-TIME IS SPRAIN-TIME 

Some wit has said that ‘‘summer-time is 
sprain-time.’’ Golf, tennis, baseball, and the 
other outdoor sports inaugurate a season of 
sprains and wrenches; and ankles, knees, 
wrists, elbows, shoulders, and backs, pay the 
penalty ofa missed drive, an overhand smash, 
or aslide to base. The resultant conditions, 
the stretching or tearing of ligaments, con- 
tusion of the synovial membrane, and dam- 
age to vessels and nerves, are best remedied 
by the use of Antiphlogistine, which mark- 
edly aids in the reconstruction of the injured 
part. 

By removing the products of inflammation, 
through the absorption of the liquid exudate 
from the swollen tissues, and by permitting 
free circulation of blood through the seat of 
the injury, Antiphlogistine acts as Nature’s 
first assistant. The affected cells are stimu- 
lated and toned up through endosmosis, and 
the process of repair is greatly hastened. 

Antiphlogistine should always be applied 
directly to the affected area as hot as can be 
comfortably borne, and covered with absorb- 
ent cotton and a bandage. 


A TRUSTWORTHY REMEDY 
Few remedies so promptly justify the con- 
fidence placed in them as Gray’s Glycerine 
Tonic Comp. It is not unusual after even a 
few days’ administration to note a decided 
improvement in the appetite, digestion, as- 
similation, and general physical condition. 
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When the Stomach Rebels 


and the ordinary diet of an infant is either rejected or becomes harmful, it is then 
that the value of 


Lactated Infant Food 


is fully appreciated. 


This pure, highly nutritious food is almost always acceptable to the most 
sensitive or irritable stomach, and when other diets prove objectionable for one 
reason or another, it is usually the one food that will be promptly digested and 
assimilated. Thus it is, that Lactated Infant Food has held its unique place in 
the esteem of the medical profession for so many years. 


Experience has shown that this food rarely fails to dependably serve the 
practitioner in his hour of need. 





Physicige te orntuwucuro| WELLS & RICHARDSON Co. 


INFANT FOOD a careful trial may have 


samples sent direct to patients by for- BURLINGTON, VT. 


warding to us names and addresses. 





























Rochester Sterilizing Outfits 





We illustrate in this number our handsome two-piece outfit consisting 
of a Combination Dressing and Instrument Sterilizer and a Water Steril- 
izer arranged on a White Enameled Stand with tubular legs, $35. 00 


equipped with Bunsen Gas Burners. ‘ + + complete 


Also placed with gasoline, alcohol, acetylene, or nn burners; or equipped 
with electric heaters or for steam connections, ’ 

Send for illustrations also of our three and four piece Sterilizing Outfits fer 
hospitals and physicians. Handled by all instrument dealers. 


Manufactured only by 


Wilmot Castle Company, 607 St. Paul St., 
ROCHESTER, N. Y. 














ETHER, U.S. P., FOR ANASTHESIA 


Morphine Sulphate. Quinine Sulphate. 


SPECIFY 
Strychnine. Codeine. Potassium Iodide. 


3ismuth Subnitrate. Thymol Iodide. 
@ oo Acid Citric. 
A FULL LINE OF MEDICINAL CHEMICALS 


CHEMICALS _ POWERS-WEIGHTMAN-ROSENGARTEN CO. 


FOUNDED 1818 


New York PHILADELPHIA Saint Louis 
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THE PHYSICIAN’S INTEREST IN | 
LACTATED INFANT FOOD | 


The standard adopted by the medical pro- | 
fession in the selection of artificial infant food | 
to-day is that food that most nearly resembles 
in its composition healthy mother’s milk. 
Justus von Liebig was the first known chem- 
ist to make a definite statement that the child 
must have in its food those chief constituents 
which go to make up its blood, and he found 
by experiment, that partially pre-digesting 
the whole wheat by the action of barley 
malt, and combining it with pure cow’s milk 
and water, resulted in the nearest approach 
to the ideal mother’s milk. 

Von Liebig’s statement was taken as the 
basis for the experiments conducted by the 
faculty of the University of Vermont, which 
culminated in the placing upon the market 
of Lactated Infant Food. This well-known 
preparation contains Milk Sugar, Barley 
Malt, Wheat, Lime Phosphate, and Milk, 
combined in such proportions that the 
infant’s stomach digests it with perfect ease 
and readiness. 

Wells & Richardson Company, of Burling- 
ton, Vermont, who have prepared this Food 
for many years, are one of the best-known 
and oldest manufacturers of proprietary 
articles in the United States, and the atten- 
tion of practitioners is called to the fact that 
testimonials of numerous discriminating phy- 
sicians, together with sample of Lactated 
Infant Food, and exact analysis compared | 
with the analysis of mother’s milk, will be | 
sent, upon request of any registered physician. 

Lactated Infant Food has been in use for 
so many years and has stood the careful tests 
of so large a demand, that there can be no 
safer prescription offered in cases of malnu- 
trition or lack of healthy mother’s milk. 





TREATMENT OF DYSMENORRHEA 


Since dysmenorrhea, like all cther anoma- 
lies of menstruation, is merely a symptom of 
a pathologic state of the uterus or one or 
more of its appendages, it is perfectly obvious 
that remedial agents capable of effecting the 
removal of the underlying cause are prefer- 
able, in its treatment, to drugs that are solely 
palliative in action. 

In the treatment of all varieties of dysmen- 
orrhea, it is possible to relieve the pain at 
once, normalize the pelvic circulation, re- 
store the uterine contractile power, and cor- | 
rectively affect the acting cause. By such a 
course the comfort of the subject is more 
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promptly brought about and durable relief 
is more easily effected. 

These ends can be achieved by the admin- 
istration of Ergoapiol (Smith) in doses of 
one capsule four times daily during the men- 
strual period. 

In the treatment of recurrent dysmenor- 
rhea, the most gratifying results are obtained 
by beginning the administration of Ergo- 
apiol (Smith) three or four days in advance 
of the catamenia and continuing its employ- 
ment until menstruation has ceased. 

Despite the fact that Ergoapiol (Smith) 
exerts a pronounced analyesic and sedative 
effect upon the entire reproductive system, 
its use is not attended with the objectionable 
by-effects associated with anodyne or nar- 
cotic drugs. 

The unvariable certainty, agreeableness, 
and singular promptness with which Ergo- 
apiol (Smith) reiieves the several varieties 
of dysmenorrhea has earned for it the un- 
qualified endorsement of those members of 
the profession who have subjected it to exact- 
ing clinical tests. 

Whilst hot sitz-baths, vaginal injections, 
and similar measures may be advantageously 
employed in conjunction with Ergoapiol 
(Smith), their use is not essential; in fact, 
the preparation will invariably prove suffi- 
cient to relieve the pain attending men- 
struation. 

The impressive analgesic and tonic action 
of Ergoapiol (Smith) upon the uterus and 
its appendages render it of conspicuous ser- 
vice in the treatment of all anomalies of the 
catamenia associated with pain. 


CLINTON CASCARA ACTIVE 

Clinton Cascara Active, as prepared by 
Bristol-Myers Co., Brooklyn, New York, is a 
true representative of all the valuable con- 
stituents of Cascara bark, free from excessive 
bitterness and rendered exceedingly palatable 
by special treatment and combination. The 
name ‘‘Clinton Cascara Active’’ has been 
applied to this preparation to distinguish it 
from aromatic fluids, elixirs, and cordials of 
Cascara, which are comparatively feeble 
preparations, requiring large doses to produce 
any characteristic effect. On the other hand, 
Clinton Cascara Active is of the same strength 
as a fluidextract, one fluidounce imperial 
representing one avoirdupois ounce of care- 
fully selected drug. This preparation is a 


most useful remedy both regarding its im- 
mediate effects and its after-results in obsti- 
nate and chronic cases of constipation. 
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BOVININE 


Assured Scientific Feeding 


Gives Rapid [Results in All Blood Impair- 
ments and Disturbed Cellular Reconstructions 


















BOVININE not only builds up the blood, but tones 
up and normally stimulates the food 
forming crgans and restores by nat- 
ural means the body to health. 

MEDICATION—Convalescence, wasting diseases 


and wherever a food or tonic is in- 




















dicated. 
SEND FOR 
SAMPLE 
( 75 West Houston St., New York City ) 
w 4 OR SALE. A physician, having desir- 
A Ne Dilator able practice of $15,000 a year, in this 
: city of 15,000 population, suddenly died. A 
Used in the Treatment of competent physician with hospital experi- 
1O<. ence, especially along the line of obstetrics, 
Cardio Spasm | can probably hold greater part of ——— 
Devised b | tice. Desirable offices and location. Address 
DR. B. W. SIPPY pieradi ILL | Alexander Kiskadden, Tiffin, Ohio. 
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With it water or air pressure may be = . han 
used as the dilating force. Send for illus- \ 


trated and descriptive circular giving full 





















particulars. it ee 
” INDICATED IN VARIOUS 
Price, $7.50 Write 
Our 750 Page Illustrated Surgical Instru- for oni 
ment C ati alogue sent FREE per EXPRESS 
PREPAID upon receipt of request. Formula , 
MNAICLARG COS 
SHARP & SMITH ote EN 
Manufacturers and Importers of hapentaaenad 
HIGH-GRADE SURGICAL AND VETERINARY INSTRUMENTS Samples ae 
AND HOSPITAL SUPPLIES 
92 Wabash Ave. Chicago, Ill. 
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This Year’s Books 








Appendicitis 


By HOWARD A. KELLY, M.D. 


Professor of Gynecology in the 
y ology 
Johns Hopkins University, 

Baltimore. 


Imperial octavo. 500 pages. 
215 illustrations, some in colors, and 
three lithographic plates. 
Cloth, $6.00 net. 


In this work Dr. Kelly considers 
in particular the treatment to be 
adopted in those cases which are 
not manifestly operative from the 
start. He explains fully, with text 
and illustrations, the details of the 
operation for appendicitis and the 
after-treatment. 

As only a comparatively few per- 
sons are conveniently situated for 
securing a consultation, it is not in- 
frequently necessary for the general 
practitioner to undertake the opera- 
tion himself. 

The discussion of the history and 
anatomy in this edition is extremely 
brief. On the other hand, the pa- 
thology, etiology, clinical history, 
and diagnosis are treated at length, 
and an entirely new chapter on the 
value of the leucocyte count in the 
diagnosis of appendicitis, by Dr. 
Charles E. Simon, has been added. 

The section on senile appendicitis 
by Dr. Walter L. Burrage is in- 
cluded in the chapter on appendi- 
citis in childhood. 

The beauty and the accuracy of 
the illustrations have never been 
surpassed, most of them having 
been taken from the author's pre- 
vious extensive work for the special- 
ist, written in conjunction with Dr. 
Hurdon. The two pages of aphor- 
isms in appendicitis for the general 
practitioner cause vitally important 
facts to sink into the memory in 
such a way as never to be forgotten. 








Gynecological 
Diagnosis 


By DR. GEORG WINTER 


O. O. Professor and Director of the 
Kgl. Universitats-Frauenklinik 
in Kénigsberg, Prussia. 
WITH THE COLLABORATION OF 
DR. CARL RUGE or BERLIN. 


EDITED BY 
JOHN G. CLARK, M.D. 
Professor of Gynecology, University 
of Pennsylvania. 


After the Third Revised German Edition, 
Octavo. 700pages. Four full-page 
plates and 334 text illustrations in 

black and colors. Cloth, $6.00 net. 

The author has had many years 
of experience in teaching sralinie. 
and in the course of a large con- 
sulting practice has come in con- 
tact with many practitioners, so 
that he is eminently fitted for the 
work which he has undertaken. 

Numerous excellent illustrations 
and diagrams, many of them origi- 
nal, assist the reader in grasping 
more clearly the descriptive por- 
tions of the text, relating to both 
the normal conditions and the 
changes produced in the female 
genitalia by pathologic processes. 
The findings in the different peri- 
ods of pregnancy and in ectopic 
gestation, the various displacements 
of the uterus, the relation of tumors 
to the genital organs and pelvic 
structures, and the changes pro- 
duced by inflammatory pelvic dis- 
ease, are accurately described and 
illustrated. Description is followed 
by interpretation. In accordance 
with the important position which 
pathology occupies in gynecologic 
diagnosis, especially in malignant 
disease, a comprehensive descrip- 
tion of the histology, both normal 
and pathologic, has been included 
in the book. The recent advances 
in cystoscopy have necessarily 
added that branch of diagnosis to 
the gynecologist’s equipment, so 
a special section has been devoted 
to the diagnosis of diseases of the 
urinary apparatus. 
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This Year’s Books 








Retinitis 
Pigmentosa 


With an Analysis of Seventeen 
Cases Occurring in Deaf-Mutes 


BEING AN ESSAY FOR WHICH WAS AWARDED 
THE ALVARENGA PRIZE OF THE COLLEGE OF 
PHYSICIANS OF PHILADELPHIA, JULY, 1908. 


By 
WILLIAM T. SHOEMAKER, M.D. 
PHILADELPHIA 


Ophthalmic Surgeon to the Germantown Hospital; Assist- 
ant Ophthalmologist and a Chief of Clinic to the German 
Hospital; Dispensary Ophthalmic Surgeon to the Pres- 
byterian Hospital; Oculist to the Pennsylvania 
institution for the Deaf and Dumb, and to the 
Home for the Training in Speech of Deaf Chil- 
dren, at Bala; Member of the American Oph- 
thalmological Society ; Fellow of the College 
of Physicians of Philadelphia, etc. 





WITH ILLUSTRATIONS AND THREE COLORED PLATES. 
Octavo. Handsome cloth, $2.00 net. 





The opportunity of having under ob- 
servation for several years a number of 
cases of retinitis pigmentosa in deaf 
mutes, seemed to the author one which 
might, if improved, lead to a better 
understanding of this interesting and 
important disease. 

With this idea in mind, seventeen cases 
were selected for study from among the 
pupils of the Pennsylvania Institution 
for the Deaf and Dumb, at Mt. Airy, 
and from the Home for the Training in 
Speech of Deaf Children before they are 
of School Age, at Bala, Pennsylvania. 

The cases selected were all true ex- 
ponents of the disease, any presenting 
chorioretinitis of doubtful significance 
having been rigidly excluded. By includ- 
ing questionable cases a larger but less 
reliable series could have been reported. 

A careful study and analysis of these 
cases form the basis of this essay, and 
the author has drawn logical conclusions 
from his observations, discussed the work 
of others, and reviewed as far as possible 
the vast literature germane to the subject. 

The elaborate analyses of the blood 
and urine included in this volume were 
made by Dr. John M. Swan in the Lab- 
oratory of Physiological Chemistry of 
the University of Pennsylvania, and form 
an important contribution to the subject. 








Self Help for 


Nervous Women 


Familiar Talks on Economy 
in Nervous Expenditure 


By JOHN K. MITCHELL, M.D. 


Fellow of the College of Physicians of Phila- 
delphia; Attending Physician to the Phila- 
delphia Orthopedic Hospital and 
Infirmary for Nervous Diseases. 





I2mo. 202 pages. Cloth, $1.00 net. 





The author is well fitted for the giving 
of sound advice, not only from long 
experience in general practice and as 
physician to the nervous wards of the 
Philadelphia Hospital and to the Phila- 
delphia Infirmary for Nervous Diseases, 
where thousands of cases are treated 
annually, but also by his association for 
twenty-five years in practice with Dr. 
S. Weir Mitchell, the most distinguished 
of American neurologists. 

The book is intended for the nervous, 
for those who apprehend nervousness, 
and for those who have to do with ner- 
vous invalids. It is in no sense technical, 
but written in the plainest and briefest 
manner. The line is carefully drawn 
between such cases as need the doctor’s 
help and those which can be aided by 
the regulation of their lives at home, 
according to the rules which the author 
has formulated from experience, en- 
lightened with common sense. Here are 
no transcendental counsels, no pseudo- 
scientific or half-true psychologic pre- 
scriptions, but plain talks about food 
and rest, air and exercise, self-control, 
discipline, the training of the nervous 
system, and how to form and confirm 
good habits of thought and action. 

While the book is not addressed to 
men, the suggestions for what may be 
called Nervous Hygiene will be as useful 
to men as to women; and the men who 
have to do with nervous women, as fathers 
or husbands, will find valuable counsel 
here, both as to methods of treatment 
and as to their own attitude. : 

Much is new, and what is not new Is 
so well put, so clearly stated, as to have 
new value. 








Jj. B. LIPPINCOTT COMPANY 


LONDON S/NCE 7872 
MONTREAL S/NCE 1897 


PHILADELPHIA SINCE 1792 








When writing, please mention ANNALS OF SURGBRY, 15 








ANNALS OF SURGERY ADVERTISER 





9 


Marvel “Whirling Spray” Syringe 


THE LATEST AND BEST SYRINGE EVER | PHYSICIANS SHOULD 
INVENTED TO THOROUGHLY SS RECOMEMND TER 
Con Anee tee Cae WRT’ MARVEL SYRINGE IN 
ALL CASES OF LEU- 
eh CORRHOEA, VAGIN- 
THE MARVEL, ih hil : \ ITIS, AND ALL WOMB 
‘DAE i TROUBLES, AS IT IS 
by reason of its peculiar construc- 4} ee Py f WARRANTED TO 
tion, dilates and flushes the vaginal . H] GIVE ENTIRE SATIS- 
passage with a volume of whirling FACTION. 
fluid, which smooths out the folds CEN . \ 
and permits the injection to come in GS = ¢ ITIS A 
contact with its entire surface, \ 


instantly dissolving and washing : M | 
out all secretions and discharges. “> arve 


The Marvel Company was awarded 
the Gold Medal, Diploma and Cer- 
tificate of Approbation by the Societe 
d’Hygiene de France, at Paris, 
October 9, 1902. 


All Druggists and Dealers in 
Surgical Instruments Sell It. 





FOR LITERATURE, ADDRESS 


MARVEL COMPANY 
NEW YORK 











“WORRY IS THE MOST POPULAR FORM OF SUICIDE” 
NOW IN ITS SIXTH EDITION 


WHY WORRY ? 


By GEORGE LINCOLN WALTON, M.D. 





HIS splendid little book is in line with the present trend in favor of 
applying mental methods to mental disorders. It is a series of sensible 
talks by an experienced physician, dealing with neurasthenia, hypo- 

chondria, sleeplessness, the doubting folly, and worries of other kinds. There 
are valuable suggestions for home treatment, which should go far to obviate 
much of these troubles, 


“This is a book to read, to recommend to your neighbor, to give to your 
hypochondriac friend. It is no cure-all, Sn it has a sane hopefulness 
that should make it one of the most helpful works ever written upon the 
topics it discusses.” —Vogue, New York. 


Frontispiece. 275 pages. Cloth, $1.00 net. Post-paid, $1.10. 





Publishers J. B. LIPPINCOTT COMPANY Philadelphia 
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RICHELIEU & ONTARIO 
Las NAVIGATION Co. 















Through the Venetian Scenery of the 
Thousand Islands, the exciting descent 
of all the marvelous Rapids and t).2 
historic Associations of Old Quebec 
(America’s Gibraltar), thence to the 
incomparable Saguenay. River, with 
its majestic Capes, “Trinity” and 
** Eternity.” 

Send 6c. pnostage_for illustrated guide. 


THOS. HENRY, Traffic Manager 
Department “UU” Montreal, Canada, 





3 = 
2 PASSING. CARE TRINITY 
‘inel of the incomparable. 
Saguenay River 3 








2,000,000 Acres of 
Fish and Game Preserve 


A woodland paradise for the 
fisherman and camper, 2,000 feet 
above sea level. 


Algonquin 
National Park 


of Ontario 


Speckled trout, salmon trout 

: and black bass abound in the 

a, 1,200 lakes and rivers of this vast 
territory. 


} Camp ont and rough it; or, if 
you prefer, good hotel accommo- 
dations make it an ideal sum- 


mering place for tourists, 

A beautifully illustrated publi- 
cation, which gives careful de- 
scription, maps, etc., sent free on 
application to 





G. W. yACs. oe iy Mepobente 


Loan 
eiaraie miee Sar 
. ROB. BON B00 Peck Bian Bt Boston 
W. E. DAVIS, Pass. Traffic Manager 
MONTREAL 


G. T. BELL, Gen’l Pass. & Ticket Agt. 
MONTREAL 














INFLAMMATION'S 

















applied from ear to ear as he 
as can be berne comfortably ~ 
by the patient, depletes the 
enlarged lymph glands, guards 


duces joe alates to Mastoi« ee: 
ditis, Middle Ear and Laryn- ” 
geal complications in Tonsil- 
litis, Scarlatina, and other 
diseases of similar nature. 

The dressing of Antiphlo- 4 
gistine must be at least an ~ 
eighth of an inch thick, cov-  ~ 
ered with a plentiful amount * 
of absorbent cotton, and held — 
snugly in place by a bandage. a 
The Denver Chemical Mfg. Co, 


NEW YORK 
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‘@ PUBLISHERS, PRINTERS, AND BOOKBINDERS -® 
227-231 South Sixth St., Philadelphia 


YPESETTING, lustrating, Printing, 
Binding, and Mailing of Weekly and. 
Monthly Periodicals, Catalogues, 
Genealogical, Historical, and Medical 


Works, Fine Editions of Books of all 
descriylions for general or private dis- 
tribution. 


PUBLISHERS OF 
Lippincott’s Monthly Magazine 


—_—_—_—_—— 
Telephone, Lombard 2105 =: Printing and Binding Dept. 
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